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Strokes: Their Diagnosis and Treatment 


RICHARD E. StrAIN, M.D. 
AND 

IRWIN PERLMUTTER, M.D. 
MIAMI 


The diagnosis of a “stroke” is usually obvious 
to both physician and layman. The term generally 
means the patient has had a sudden paralysis. If 
the patient is unconscious and blood is found in the 
spinal fluid, there is no hesitancy in saying the pa- 
tient has had a cerebral hemorrhage. If no blood 
is found in the spinal fluid, a diagnosis of cerebral 
thrombosis is made. This greatly simplifies mat- 
ters for the physician, but, unfortunately for the 
patient, it has left little to look forward to in the 
way of actual treatment. 

Different pathologic lesions, each requiring dif- 
ferent treatment, may produce a “stroke.” This 
fact has largely been forgotten. Many “C V A’s” 
do not have adequate diagnostic or postmortem 
studies made; so the true nature of the lesion in 
the brain is not proved. We have thought that the 
‘brain specialist” can add something to the treat- 
ment of these patients with so-called cerebrovascu- 
lar accidents of the brain if he is permitted to see 
them early and uses adequate means of study. 

Air studies! accurately localize space-occupying 

lesions, but are of little help in vascular lesions. 
The method has the further disadvantage that it 
‘ntails a minimum of five to seven days’ hos- 
jitalization even when no surgical abnormality is 
ound. A diagnostic procedure has been needed 
vyhich would visualize the vascular channels of the 
rain without great discomfort or danger to the 
atient and would not entail a long period of hos- 
italization as a result of the test. Egas Moniz? 
{ Portugal evolved such a test in cerebral angiog- 
iphy (figs. 1-3). 


Read before the Florida Medical Association, Seventy-Seventh 
inual Meeting, Holhywood, April 24, 1951. 


Percutaneous cerebral angiography with the 
use of 35 per cent diodrast introduced into the 
carotid artery by simply inserting a needle through 
the skin into the artery is a safe, simple and quick 
method of studying the vascular system of the 
brain.* It is usually carried out under local 
anesthesia. If no surgical lesion is present, the 
patient may leave the hospital the same day or the 
following morning. Cerebral angiography gives in- 
formation concerning lesions of the brain which 
cannot be obtained any other way except at 
autopsy. It requires some specialized x-ray equip- 
ment, a little skill, and split second teamwork with 
x-ray technicians. 

We have performed this test over 100 times 
during the past year without any complications or 
ill effects except for 2 mild cases of urticaria that 
responded promptly to benadryl. At the Lahey 
Clinic Poppen* has performed the test over 1,500 
times without serious complications. 


We wish to demonstrate that adequate diag- 
nosis of the pathologic condition present is essen- 
tial in the treatment of patients with “strokes.” 
The methods used to demonstrate the pathologic 
lesion present in the cases described are self ex- 
planatory. These cases are only part of a series 
which we have observed in which a diagnosis of 
“stroke or C V A” was made by one or several 
physicians who saw the patients, including our- 
selves. We are certain that without adequate diag- 
nostic study some of them would have been mis- 
treated as simple cerebral thrombosis when in 
reality some other pathologic change was the prime 
factor in the disability. 
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Figs. 1-3. Schematic drawings of normal arteriograms 
and venogram obtained by injection of the internal carotid 
artery. 

Figs. 1 and 2. Arteriograms in lateral and anteroposterior 
projections. 

1. Internal carotid artery. 2. Ophthalmic artery. 3. Posterior 
communicating artery. 4. Anterior choroidal artery. 5. Anterior 
cerebral artery. 6. Frontopolar artery. 7. Callosomarginal artery. 
8. Pericallosal artery. 9. Middle cerebral artery. 10. Ascending 


Report of Cases 


Case 1.—L. H. was a 61 year old right-handed con- 
sulting engineer admitted to Doctors Hospital in April 
1950. He was a known diabetic of two years’ duration. 
In March 1949 he awoke his wife with his struggles in 
bed, at which time he was unconscious four hours. After 
study in the hospital a diagnosis of cerebral thrombosis 
and generalized seizures was made. In August he suffered 
some difficulty with his speech. In September he had a 
sudden onset of pain and weakness in the right arm which 
persisted. His speech became indistinct, and he became 
unable to read, write, talk or walk. Examination in April 
showed a blood pressure of 120 systolic and 70 diastolic. He 
had a right facial weakness of central type, a right-sided 
weakness with hyperactive right reflexes and a right Bab- 
inski sign. The fundi showed only arteriovenous nicking. 
A clinical diagnosis of a left frontal infiltrating lesion was 
made on the basis of the history of progression. 


Percutaneous arteriography disclosed widening of the 
space between the anterior and middle cerebral arteries 
with a lack of vessels in the area denoting either a benign 
tumor or abscess (fig. 4). On the anteroposterior view 
(fig. 5) the anterior cerebral artery was pushed beyond the 
midline. Operation disclosed a large, thick-walled abscess 
cavity from which 80 cc. of sterile pus was removed. 
Following drainage by catheter the patient was able to 
talk, walk and read. A biopsy of the wall showed ependy- 
moma. The patient was discharged two and one-half weeks 
postoperatively. He improved steadily until July 1950 
when he had a generalized seizure followed by right-sided 
weakness despite anticonvulsant therapy. A ventriculogram 
disclosed a pronounced shift. The bone flap was re- 
elevated, and after aspiration of 70 cc. of thin, sterile pus, 
the entire wall of the degenerated tumor was excised. Re- 
covery was uneventful with discharge three weeks later. 
He has occasional spells of confusion. 


Case 2. — F. D. was a 52 year old right-handed execu- 
tive admitted to Mt. Sinai Hospital in February 1950. 
Six weeks before, there had suddenly developed weakness 
of the right arm. A diagnosis of thrombosis was made 
by a neurologist and a neurosurgeon in a large midwestern 
city. Stellate blocks were done repeatedly. He was advised 
to rest in Florida and drove down here. On the way he 
suddenly became weak in the right arm and leg. He was 
found to be confused with slurred speech and inability to 
name objects. Papilledema was present. There was a right 
facial weakness with a right-sided paralysis and a right 
hemihypesthesia. The right reflexes were hyperactive with 


frontoparietal artery. 11. Posterior parietal artery. 12. Angular 
artery. 13. Posterior temporal artery. 

Fig. 3. Venogram in lateral projection. 

1. Superior sagittai sinus. 2. Inferior sagittal sinus. 
Transverse sinus. 4. Straight sinus. 5. Great cerebral vein o 


Galen. 6. Internal cerebral vein. 7. Basal vein of Rosenthal. 
8. Frontal ascending vein. 9. Rolandic vein of Trolard, 10 
Parietal ascending vein. 11. Communicating temporal vein of 
Labbé. 12. Descending temporo-occipital vein. (Courtesy, List 
C. F. and Hodges, F. J.: Radiology, October 1946.) 


clonus and a right Babinski sign. The clinical diagnosi 
was an infiltrating tumor of the left parietotemporal 
area. A ventriculogram disclosed a left parietotempora! 
mass which was removed and diagnosed as “glioma.” Re 
covery was uneventful, the patient being up on the fifth 
day. He remained unable to speak, and the right hemiple 
gia persisted. He died one year later of recurrent glioblas 
toma. 


Case 3.— K. B. was a 60 year old ambidextrous engi 
neer admitted to Doctors Hospital in April 1950 complain- 
ing of loss of equilibrium of two weeks’ duration. Ten 
months before admission, there had developed sudden 
numbness of the right hand lasting three weeks and diag 
nosed as a ‘mild stroke.’ Examination disclosed a blood 
pressure of 190 systolic and 100 diastolic. There was a 





Fig. 4.— Anteroposterior view shows the anterior cere 
bral artery pushed beyond the midline by a mass whic 
proved to be ependymoma at operation. 
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residual of a right hemiplegia with a right Babinski sign. 
Some finger to nose ataxia was noted on the right. The 
fundi were normal. A clinical diagnosis of a vascular 
lesion without focal signs plus a residual of a right hemi- 
plegia was made, the etiology to by proved by tests. 
Roentgenograms of the chest were normal. Percutaneous 
arteriography disclosed some forward angulation of the 
anterior cerebral artery with depression of the left middle 
cerebral artery suggesting a space-occupying lesion in the 
left parietal area. 

The patient’s wife found the diagnosis of a tumor 
difficult to accept and requested consultation with a 
neurologist. He thought the patient had either a tumor 
or thrombosis and advised ventriculography. This disclosed 
only slight flattening of the body of the left lateral ven- 
tricle. A left temporoparietal craniotomy disclosed only 
normal cortex. By palpation it was felt there was a small, 
hard mass deep in the receptive speech area. It was con- 
cluded this could not be removed without leaving perma- 
nent speech and motor defects which the wife violently op- 
posed; so after needling of the area, the wound was closed. 
The patient improved and left the hospital in three weeks 
under his own power. We told his wife she must expect a 
downhill course. He died three months later, and the brain 
was sent to us for studies. Three nodules of tumor were 
found in the brain, two in the left parietal and one in the 
right parietal area. The sections, after review by Dr. 
Webb Haymaker, were diagnosed sarcoma of the brain. 

Case 4. — Mrs. F. was a 44 year old housewife admitted 
to Mt. Sinai Hospital in August 1950 because of sudden 
bitemporal headache with vomiting. She had had daily 
headache on waking for three years. She was said to have 
had a cerebral hemorrhage because bloody spinal fluid was 
found. Neurologic examination was normal throughout. A 
clinical diagnosis of subarachnoid hemorrhage from a 
ruptured aneurysm without focal signs was made. Bilateral 
percutaneous arteriography disclosed an aneurysm of the 
left middle cerebral artery (figs. 6 and 7). The left com- 
mon carotid artery was ligated. Recovery was uneventful, 
and she continues well to date. 


Case 5.— Mrs. A. was a 33 year old housewife ad- 
mitted to Doctors Hospital in April 1951. She had had 
severe occipital headache for two days. Eleven years previ- 
ously while in labor, she was said to have had a cerebral 
hemorrhage with a right hemiplegia which improved. 
Examination disclosed a stiff neck and the residual of a 
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Fig. 5.— Lateral view discloses (1) the middle cerebral 
tery depressed; (2) lack of filling of ascending frontopo- 
r artery between anterior cerebral and middle cerebral. 
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right hemiplegia. A clinical diagnosis of angioma on the 
basis of repeated bleeding was made. Lumbar puncture 
disclosed a bloody fluid. Bilateral percutaneous arteriog- 
raphy disclosed an angioma which was filled from the 
right side (figs. 8 and 9). Many such angiomas may be 
present on the surface as a tangle of wormlike vessels. 
They should be excised by clipping the arterial feeders if 
accessible. 


A 





Fig. 6.— Anteroposterior view disclosing angioma filled 
from right anterior cerebral artery. 





Fig. 7.— Aneurysm of left middle cerebral artery. 





404 





Fig. 8.— Aneurysm of left middle cerebral artery. 


Case 6.—E. B. was a 45 year old alcoholic admitted 
to Mt. Sinai Hospital in July 1950. He was found in his 
room with an empty whisky bottle on the floor. He had a 
1 inch occipital laceration. On examination, the blood 
pressure was 140 systolic and 90 diastolic, and auricular 
fibrillation was present. There was a left-sided weakness. 
His admitting diagnosis had been “C V A, probably em- 
bolism.” Plain roentgenograms showed a shift of the 
pineal body from right to left. Percutaneous arteriog- 
raphy showed displacement of the right middle cerebral 
artery away from the skull. A large right-sided subdural 
and intracortical clot was removed. Convalescence was 
uneventful with full return of function. He has remained 
well to date. 


Case 7—M. D. was a 69 year old manufacturer ad- 
mitted to Doctors Hospital in February 1950, with a diag- 
nosis of “C V A” because of sudden onset of left-sided 
weakness. Five weeks previously he had had a mild bump 
on the head in a minor car accident. He was confused, 
with a spastic left hemiplegia and a left Babinski sign. 
Lumbar puncture showed a pressure of 230 mm. of water 
with colorless fluid and a protein of 31. Plain roent- 
genograms of the skull showed a 1 cm. shift of the pineal 
body from right to left. A clinical diagnosis of subdura} 
hematoma or brain tumor was made. Parietal burr holes 
disclosed a large, right-sided, oily-appearing subdural 
hematoma, which was removed. The patient promptly re- 
covered the use of his left side and was up walking about 
the second day. He was discharged the ninth day and has 
remained well to date. 


Summary 


So it is that different pathologic lesions, each 
requiring different treatment, may produce a 
stroke. We believe these cases reported demon- 
strate that one cannot intelligently treat a patient 
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Fig. 9.— Lateral view shows an angioma fed by the 
distal portion of the right anterior cerebral artery. 


with “stroke” until the underlying pathologic con- 
dition is proved. 

Cerebral angiography by simply inserting a 
needle through the skin into the carotid artery is 
one of the relatively simple methods of visualizing 
pathologic changes in the brain which affect the 
blood vessels. 

We believe the early use of cerebral angiog- 
raphy in patients who have had “strokes” is more 
widely indicated. It aids in giving objective evi- 
dence of pathologic lesions underlying the “stroke” 
without entailing a long period of hospitalization 
as a result of the test. 
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Discussion 


Dr. ALFRED G. Levin, Miami: We have had the priv- 
ilege, during this meeting, of hearing two excellent papers 
relative to a new diagnostic aid which is justifiably coming 
into common usage. Yesterday, Dr. Greenfield and Dr. 
Keedy outlined the principles of cerebral arteriography, 
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discussed indications and contraindications, described the 
normal anatomy involved and illustrated that otherwise 
obscure pathologic processes can often be clearly demon- 
strated by this new technic. Today, Dr. Strain and Dr. 
Perlmutter have ably pointed out the specific value of 
cerebral arteriography in converting a serious and common 
clinical problem—which previously was considered in a 
category of “wastebasket” type—into what may now be 
looked upon as a relatively exact science. 

In Dr. Curry’s discussion of yesterday’s paper the 
radiologist’s participation was thoroughly described, and to 
avoid unnecessary repetition this discussant’s original notes 
have been discarded. I should like, however, to emphasize 
the fact that although special training and skill are cer- 
tainly required of the clinician who is responsible for the 
conduct of this examination, the technical and diagnostic 
X-ray aspects are not unduly complex. 

There are naturally certain advantages in using espe- 
cially designed equipment for this purpose, but it is pos- 
sible and practical te obtain satisfactory films with con- 
ventional x-ray units. The interpretation of the films may 
appear difficult at first blush, but with a little careful 
study and particularly with the cooperative effort of 
neurosurgeon and radiologist the issue should rarely be 
left in doubt. 


Dr. Mason Trupp, Tampa: It is fitting that Drs. Strain 
and Perlmutter in 1951, in presenting their paper, recount 
‘or your consideration a technic which was conceived by 
f£gas Moniz, of Lisbon, Portugal, first in 1926, a quarter of 
a century ago. Today these physicians have described 
again for you a procedure which has grown in usefulness 
as a thoroughly investigated diagnostic method which has 
opened a more thorough approach to the disorders of cere- 
bral circulation and the study and treatment of intra- 
cranial disorders, comprising aneurysms, congenital anom- 
alies, neoplasms, abscesses, hematomas, and other space- 
occupying intracranial lesions. Percutaneous cerebral 
angiography was first introduced by Loman and Myerson 
in Boston in 1936. The simple direct method of inject- 
ing the vertebral artery as it passes from the foramen 
in the transverse process of one cervical vertebra to the 
next is now in common use. The use of 35 per cent 
diodrast has allowed a readily available, nonirritating, and 
generally innocuous reagent to enhance the usefulness of 
this diagnostic method. 

Cerebral angiography has made it possible to explore, 
plan and execute simple, suitable treatment for various 
intracranial, and in particular intracranial vascular, lesions. 
The method is applicable in many cases which are con- 
sidered desperate. Intracranial lesions improperly treated 
carry a high mortality rate, and any procedure which con- 
tributes a more thorough comprehension and a more 
scientific perspective as to the anatomic pathology which 
has occurred is of great value. In many cases, surgical 
treatment is mandatory if irreversible damage to the brain 
is to be prevented. 

In the cases presented, it was necessary to use arteriog- 
raphy five times and ventriculography three times. Even 
if the arteriogram visualizes a serious intracranial disturb- 
ance, it is not always necessary to operate immediately, as 
in the case of ventriculography. In a ventriculogram, phy- 
sically incompressible ventricular fluid is exchanged for 
physically compressible air, so that it is often necessary to 
move the patient back info the operating room for an im- 
mediate cranial exploration. Since arteriography does not 
confound nor alter blood, brain or cerebrospinal fluid rela- 
tionships, the cranial specialist and the general practitioner 
can discuss the case unhurriedly and allow the general 
practitioner to learn a great deal more about neurosurgery 
as a specialty. 

The general practitioner continues to refer the greatest 
number of neurosurgical patients, and I have always 
thought that it has been unfortunate that he has not had 
an opportunity to become better acquainted with what 
happens to his patient once the patient leaves his care for 
the hospital. He too often hears first from the family 
that the patient has succumbed, or if he is unusually for- 
tunate, he receives a written report from the neuro- 
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surgeon at some later date. Arteriography reduces the 
urgency for cranial surgery, and the general practitioner 
who will take the time to read some of the excellent 
articles which are currently appearing in the literature on 
arteriography will develop a great deal more confidence 
in handling even the most dramatic cerebrovascular ac- 
cidents. The essayists have, not without considered judg- 
ment, brought to your attention the fact that the patient 
might have some other lesion, such as a hematoma, an 
abscess, or a neoplasm, masquerading under the diagnosis 
of a cerebrovascular accident. 

I believe I would be remiss if I were to close the dis- 
cussion without suggesting that one must be cautious 
about the rather unscientific and haphazard practice of 
stellate ganglion injection which has been sweeping this 
country. Too many of our general surgeons and anesthesi- 
ologists have learned to introduce a needle in the neck in 
the general region of the stellate ganglion and are able 
generally to perfuse the tissue sufficiently by mass in- 
jection to anesthetize temporarily the stellate ganglion. 
We see patients whose intracranial lesions have been neg- 
lected simply because repeated slight improvement was 
obtained by injection of the stellate ganglion at intervals. 
It is most disheartening to find that a patient harbors 
a readily resectible frontal tip glioma or encapsulated 
tumor which has been allowed to enlarge and spread to 
involve the speech center and the motor strip simply be- 
cause intracerebral circulation was repeatedly boosted by 
interval stellate blocks. I do not disapprove the stellate in- 
jection as a valuable method of temporarily improving 
cerebral circulation under urgent circumstances. On the 
other hand, I recommend that patients on whom it is 
performed at least have the opportunity of a neurologic 
examination prior to the performance of a stellate block. 

With your kind indulgence, I should like to show a few 
lantern slides of patients who had both cerebral arteriog- 
raphy and ventriculography. The first patient is a young 
Negro in whom a left hemiplegia developed at the age of 
39. His father died in his forties of a stroke, and a brother 
died at the age of 35 of a stroke. The patient was on a 
work project in Florida, having come from Virginia with 
a construction team, and after he had lain in the Municipal 
Hospital for several weeks, his physician asked that he 
have a neurologic appraisal. Even though the history sug- 
gested a vascular accident, arteriography was performed. 
It is noted that the arteriogram shows no outstanding 
intrinsic vascular anomaly; the anterior cerebral artery ap- 
pears deviated past the midline, and the middle cerebral 
artery and its cqmponents appear to be depressed. We 
therefore followed arteriography by ventriculography and 
in doing so we observed a shift of the ventricular system 
on the side in question. On exploration, we were able to 
remove a subcortical hematoma about 5 cm. in diameter. 
The patient made a complete recovery and left the hospital 
on the eleventh postoperative day. 

The next slide is that of a 58 year old man in whom a 
weakness of the left arm developed while he was shaving, 
standing before a mirror in his bathroom, a not uncommon 
occurrence. Several days later his grip returned. A week 
later, however, it was lost again, and increasing weakness 
developed. Four weeks later the patient had occasion to 
come into the hospital for removal of a cyst on the scro- 
tum. His physician suggested that an arteriogram be per- 
formed during the same anesthesia. The films revealed the 
carotid artery to be thrombosed in the neck, probably from 
a thrombosis which occurred in the brain and extended 
retrogradely. Had the patient been admitted to the hos- 
pital several weeks previously, it might have been possible 
to remove the thrombus from the artery and restore the 
cerebral circulation. Since the patient deteriorated rapidly 
while in the hospital, it was thought that a neoplasm 
might have thrombosed the carotid artery. A ventriculo- 
gram showed a shift of the ventricular system consistent 
with a space-occupying lesion. At craniotomy we removed 
a swollen, ischemic, necrotic, frontal lobe which extended 
to the motor strip. The patient remained hemiplegic and 
will be so permanently. It is rather ironic that serial sec- 
tions of the frontal lobe failed to disclose any evidence of 
neoplastic disease. 





If we remember that hemorrhages occur often in the 
silent areas of the brain, such as the right temporal lobe, 
right frontal lobe, or either frontal tip, and although a 
cerebrovascular accident has been suspected, in time the 
lesion will demonstrate its presence by extending into 
functional portions of the cerebral substance. The condi- 
tion is occasionally diagnosed as an angiospasm. I believe 
many of the patients have enlarging cerebral clots which 
could be removed surgically if we adopted the general 
policy of performing a cerebral arteriogram on every pa- 
tient, no matter how small the so-called cerebrovascular 


accident may appear. If an arteriogram is not performed 
during the acute stages of a subarachnoid hemorrhage and 
the true nature of the vascular disorder is not demon- 
strated and scientifically treated, there often develops a 
fatal hemorrhage three or four weeks after the initial 
hemorrhage. 


Dr. J. G. Lyerty, Jacksonville: The title of this paper 
would indicate that the discussion would be on cerebral 
vascular disorders. Evidently the paper is dealing with the 
differential diagnosis of brain injury, brain tumor, brain 
abscess, and subdural hematoma, as well as vascular dis- 
orders. The diagnosis may be made by neurologic exami- 
nation, aided by ventriculography and arteriography. 
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The authors laid considerable stress on arteriograms as 
a most frequent aid in the diagnosis. It is true that 
arteriography has gained importance in the past ten years, 
especially in the diagnosis of vascular anomalies and 
aneurysms, and more recently in the diagnosis of certain 
types of brain tumors. It, however, has not supplanted 
the diagnosis of tumors by ventriculography, but some- 
times it is used in combination with ventriculography in 
making a diagnosis. One gets the impression from the 
authors that the method of arteriography is without dan- 
ger, but I do not believe they wish to create the impres- 
sion that there is little risk involved. In fact, serious com- 
plications have occurred such as hemiplegia, convulsions 
and other types of reactions. With certain precautions, 
however, and with the use of only 35 per cent diodrast, 
these complications may be reduced to a minimum. Moniz 
first used thorotrast for arteriography more than fifteen 
years ago, and I have used it on many occasions during 
this period of time for arteriographic work. Since thoro- 
trast remains radioactive and may accumulate in the liver, 
there may be danger from its use. This has been brought 
out by several writers on the subject. For that reason I 
have not used thorotrast for the past five years, but have 
used 35 per cent diodrast exclusively. It appears to be 
safe and sufficiently concentrated to give an outline of 
the arterial tree on the roentgenogram. We are using 
arteriography routinely in cases of spontaneous subar- 
achnoid hemorrhage and in other types of vascular anom- 
aly and sometimes in cases of brain tumors. 


Cancer of the Prostate 


JosepH Q. Perry, M.D. 
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Cancer of the prostate is a common form of 
malignant disease. One out of every seven men 
45 years of age or over has a cancer of the pros- 
tate, and one out of every two men of this age has 
a latent focus of prostatic carcinoma which may 
at any time begin an insidious change into an 
invasive malignant lesion.!:2 Furthermore, the 
incidence increases with the advancement of age 
so that after the beginning of the seventh decade, 
almost one third of all men have a prostatic cancer. 

Spectacular changes in the longevity of the 
average person have brought about population 
shifts which have, in turn, increased the incidence 
of this malignant disease. Today one person in 
thirteen is 65 years of age or older, as contrasted 
with one-half that number fifty years ago. As this 
trend continues, it is reasonable to assume that 
the incidence of this malignant lesion will further 
increase. 
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In 1947 there were in the United States alone 
11,050 deaths reported from cancer of the pros- 
tate. This number does not include those patients 
who had the malignant condition but died of some 
concurrent illness, or the many in whom the diag- 
nosis was not established. From four to six mil- 
lion men in the United States have prostatic 
cancer today. These facts are at variance with 
our clinical experience. How many physicians are 
able to diagnose cancer of the prostate in one out 
of every seven men 45 years of age or older? It 
must be obvious from this discrepancy between 
the stated percentage and the percentage generally 
noted by physicians that an early malignant lesion 
of this gland cannot often be diagnosed with our 
present methods, or that we are careless or in- 
competent in our prostatic examinations. 


The etiology of prostatic cancer is obscure. 
Two facts concerning it have indicted “our male- 
ness” itself as a possible inciting factor. First, the 
known fact that prostatic cancer has never de- 
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veloped in a eunuch proves conclusively that 
androgens must be present; second, the subjective 
and objective improvement in patients with pros- 
tatic cancer following castration and/or estrogen 
therapy is direct evidence of the importance of 
these male hormones in the maintenance of the 
neoplasm, at least for a temporary period of time. 
Recent work by Deming,* who succeeded in 
transplanting prostatic cancer into the aqueous 
humor of the eye of the guinea pig, led him to 
conclude that there is a gradual loss of its de- 
pendence upon androgens and that the growth 
assumes, after a time, an autogenetic character. 
Clinically, this is seen following castration and 
estrogen therapy. 

The posterior lobe of the prostate is stated to 
be the most common site of origin of this cancer. 
There is now considerable doubt as to the truth of 
this statement. It is known that a prostatic malig- 
nant lesion may develop in any lobe, and a few 
investigators have found it to be as common in 
the lateral lobes as in the posterior lobe.* In the 
great majority of cases, approximately 92 per 
cent, the cancer does originate in the “prostatic 
surgical capsule.” Some believe that there is a 
multicentric origin, the original foci being in mul- 
tiple areas of the prostatic capsular tissue. Since 
the direct extension of malignant disease of the 
prostate is somewhat limited by the true capsule, 
the neoplasm is usually palpable rectally before 
there is any local extension to the vesicles or base 
of the bladder.® 

Once the malignant process begins, metastasis 
usually occurs early and by three routes: (1) direct 
extension; (2) hematogenous; and (3) lymphatic 
through the perineural channels. The most fre- 
quent structures involved are those immediately 
adjacent to the prostate, the periprostatic tissue, 
the seminal vesicles, and the base of the bladder. 
Metastases to bone, via the vertebral veins, are 
common, the pelvis, spine, ribs and skull being 
invaded in that order of frequency. 

There are no symptoms associated with early 
prostatic cancer. To discuss the symptoms of 
this malignant condition is merely to emphasize 
our complete inability to cope with the prob- 
lem, for once symptoms begin, eradication of 
the process is hopeless, and palliation is the 
mly choice. Once the process has grown enough 
to cause dysuria or prostatism, it has extended into 
the surrounding tissue. Pain in the back and pain 
n the leg are two common symptoms which usual- 
y indicate metastatic lesions. If an early diagnosis 
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is to be made, every man over 45 years of age with 
or without symptoms must be suspected of harbor- 
ing prostatic cancer unless careful examination 
proves otherwise. 


Diagnosis 

A diagnosis of early prostatic malignant dis- 
ease is made by careful rectal examination. The 
availability of a large area of this gland to the 
examining finger should make this a relatively 
easy cancer to diagnose. The ease of diagnosis, 
however, seems to be directly proportional to the 
stage of the disease. Far advanced prostatic can- 
cer, as a rule, presents a classical picture — irregu- 
larity with areas of hardness. A diagnosis of this 
type is of no more than academic interest if one 
thinks in terms of cures. Urologists usually think 
only in terms of palliative therapy because it is 
known that only 10 per cent of all carcinomas of 
the prostate diagnosed by them are amenable to 
surgical extirpation. 

Early cancer of the prostate is curable by 
radical surgery. Diagnostic procedures on the pros- 
tate gland should be carried out with this thought 
in mind. A prostatic examination must be made 
carefully and systematically. If a diagnosis is to 
be made when the cancer is small enough to make 
a surgical extirpation feasible, the physician must 
scan the gland with his finger in much the same 
fashion that a pathologist would scan a microscopic 
section in the search for malignant cells. A tenta- 
tive diagnosis of cancer of the prostate must be 
made in any gland in which there is the slightest 
bit of induration. The most minute irregularity 
or the slightest degree of hardness must provoke 
suspicions of a malignant condition. Chronic pros- 
tatitis may simulate cancer of the prostate; how- 
ever, upon repeated careful digital examinations 
and massage, the indurated areas may soften. A 
prostatitis at the same time may obscure an un- 
derlying malignant area which will only become 
obvious following massages and the reduction of 
infection and edema. Prostatic calculi may con- 
fuse the examiner, but can be excluded by roentgen 
examination. The diagnosis can and must be made 
upon small indurated areas in a large percentage 
of cases. 

A cystoendoscopic examination is an intricate 
part of the clinical appraisal. Irregularity of the 
posterior portion of the urethra with or without 
involvement of the trigone or neck of the bladder 
is a constant finding in the advanced stages of this 
disease. An early carcinoma, however, may show 








no endoscopic changes whatsoever. At the same 
time, palpation of the gland over the instrument 
may aid in determining areas of relative hard- 
ness and the degree of fixation if it is present. 
A cystourethrogram is useful in far advanced cases, 
but has no diagnostic value in early carcinoma. In 
all cases, a roentgenogram of the abdomen should 
be studied for evidence of metastatic lesions and 
an acid phosphatase test performed. Recent work 
concerning Papanicolaou smears of prostatic secre- 
tion has been encouraging; however, such tests 
require the services of pathologists who have been 
particularly trained in the interpretation of the 
findings. Such personnel are often unavailable. 


Treatment 


The treatment of prostatic cancer varies with 
the extent of the growth and may be divided into 
two groups, depending upon whether the hope is 
to palliate or to cure. Palliative treatment is re- 
served for those lesions which can be demonstrat- 
ed to have metastasized, either locally or generally. 
It is the present thought among urologists that 
once the diagnosis of an inoperable cancer of the 
prostate has been established, orchidectomy with 
or without estrogen therapy should be instituted. 
Hormone therapy will, in a large percentage of 
cases, alleviate symptoms and cause some regres- 
sion of the growth; however, there have been no 
cures reported from this treatment. Transurethral 
resection is reserved for those cases in which ob- 
structive symptoms are present and frequently 
must be repeated from time to time as the symp- 
toms recur. The results of this palliative treatment 
are disheartening as far as prolongation of life is 
concerned. Palliative treatment adds immeasur- 
ably to the comfort and health of the patient, but 
only adds about twelve to eighteen months to the 
life span as compared to untreated cases. 


A suspected cancer which is still confined to 
the immediate prostate and vesicles should be 
treated by surgical extirpation. Cancer of the 
prostate can be cured. The radical perineal pros- 
tatectomy as advocated by Young,® in which the 
complete gland, the seminal vesicles, and a cuff of 
the bladder are removed, is still the treatment of 
choice in early cancer of the prostate, and is the 
only method of treatment which offers the patient 
any chance of cure. Reported series of cases by 
Young,® Hinman,® Colston? and others have 
shown that a 50 to 60 per cent cure can be estab- 
lished by this method of treatment. 
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Figure 1. 


In a two year period we have performed this 
radical procedure in 8 cases (fig. 1). In each 
case the gland presented only minimal findings. 
There was no fixation in any case, and induration 
around the vesicles could not be palpated. In each 
case the lesion was discovered during a routine 
urologic survey. All of the patients had been re- 
ferred, and in none had carcinoma of the prostate 
been suspected by the referring physicians. We 
believe that if there is any question at all about 
the diagnosis of prostatic malignant disease in the 
case under consideration, the patient should be 
given the benefit of a perineal prostatectomy. 
Smith® stated that “the ideal case for total pros- 
tatectomy is a patient whose prostate is so slightly 
involved as to be of only questionable malig- 
nancy.” 

In our series the youngest patient was 38 years 
of age, and the oldest 68. Microscopic examina- 
tion of extirpated specimens revealed malignant 
disease in 6 cases; in 2 the diagnosis was simple 
diffuse, chronic prostatitis. There was no operative 
mortality. There has been no permanent urinary 
incontinence, and no rectovesical fistulas have 
developed. One patient was partially incontinent 
for two months, but after exercises as recommend- 
ed by Flaque and others, continence returned tc 
normal. In the first case the patient was operatec 
upon twenty-four months ago, and in the last one 
month ago. Repeated postoperative checks have 
revealed no recurrences and no evidence of me 
tastasis. It is certainly too early to predict the 
salvage rate of these cases, but the absence of re- 
currence thus far is, at least, most encouraging. 
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Summary 

Cancer of the prostate is a common malignant 
disease. The reported incidence varies from 14 
to 46 per cent of all men past the age of 45 years. 

In this age group careful rectal examination 
may reveal small areas of induration varying in 
degrees of hardness, which must be regarded as 
carcinoma unless proved otherwise. 

Orchidectomy and estrogen therapy offer pal- 
liation of symptoms and temporary regression of 
the growth in the majority of cases. 

The total perineal prostatectomy, if performed 
on early lesions, will result in a cure in 50 to 60 
per cent of the cases. 

A series of cases is presented and briefly dis- 
cussed. In all, the patient had undergone a radical 
perineal prostatectomy for what was believed to 
be an early neoplasm. 
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Discussion 

Dr. E. CLay SHAw, Miami: It has been a pleasure to 
hear this young Florida urologist report his series of 
radical perineal prostatectomies. At the rate that he is 
going, within a few years he not only will have a for- 
midable array of statistics, but he will also have a group 
of men who literally owe their lives and comfort to his 
skill and progressive attitude. To my mind, the treatment 
of early carcinoma of the prostate is the most neglected 
phase in the specialty of urology. Only 5 to 10 per cent 
of the cases are diagnosed early enough to allow any hope 
for a cure by surgery. On the other hand, to make mat- 
ters worse, many urologists are unwilling to subject the 
patient, in cases in which they are able to make a diagnosis 
of early carcinoma of the prostate, to radical surgery de- 
spite the fact that radical perineal prostatectomy is fol- 
lowed by a five year survival rate of over 50 per cent 
and a ten year survival rate of 30 per cent. When it is 
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considered that the majority of patients operated on are 
in their sixth and seventh decade of life, such survival 
rates compare favorably with the results of radical sur- 
gery in any other part of the body. The combined sta- 
tistics reported by a group of authors indicate a mortality 
rate of approximately 7/2 per cent. 

The severity of the procedure is certainly less than in 
many of the well accepted procedures for malignant dis- 
ease of the stomach, intestines, esophagus, lungs and other 
organs of the body. The operation is necessarily followed 
by the almost complete invariable loss of the power of 
erection, but fortunately in many of these older men this 
is not a matter of great concern. At any rate, castration 
and estrogen therapy also usually terminate a man’s sexual 
life. 

A rectal examination should be a part of any complete 
physical check-up. We have had an increasing number of 
patients referred to us by internists and general prac- 
titioners who come in without symptoms and only because 
a nodule was found in the prostate on a complete physical 
examination. The diagnosis may be difficult, and we ad- 
vise perineal biopsy, should doubt persist after a reasonable 
period of observation. Needle biopsy has not given sat- 
isfaction in most hands. A positive report is helpful, but 
a negative one may merely mean that the tissue was taken 
from the wrong place. The open biopsy is not a for- 
midable procedure and may be readily done after exposing 
the posterior prostatic capsule through the regular incision 
for perineal prostatectomy. In some instances, after a 
thorough inspection and visualization of the area in ques- 
tion, it is found that a biopsy is not needed. We have 
observed at times that pathologists are reluctant to give 
a definite report from frozen sections. In some cases in 
which the evidence has not seemed sufficiently strong to 
proceed with the radical operation, we have taken an ade- 
quate amount of tissue from the suspicious area for per- 
manent sections and closed the incision. Should the section 
prove the absence of malignant disease and should the 
patient not have sufficient symptoms to justify prostatec- 
tomy, he may usually go home in forty-eight hours after 
the biopsy is made, with little ill effect. I have never seen 
a patient’s sexual powers affected by a prostatic biopsy. 

To the urologists of this group I recommend for your 
consideration a procedure that has been employed in our 
office for the past several years. All male patients beyond 
the age of 50 are urged to come in for an annual rectal 
examination. By comparing the findings from year to 
year, we have been able to detect nodules earlier and we 
have been able to increase the operability of carcinoma of 
the prostate in our private practice to nearly 35 per cent. 
In my opinion, a persistent indurated nodule in a man’s 
prostate calls just as strongly for a biopsy as a similar 
nodule in a woman’s breast, and a positive diagnosis of 
malignant disease calls as strongly for radical surgery in 
one instance as in the other. 


Dr. Perry, concluding: Thank you, Dr. Shaw. I ap- 
preciate the honor of having been on this program and 
having had an opportunity to speak about what I think 
is one of the most important problems in the field of 
cancer therapy today. The ultimate end of this problem 
rests in your hands. The early diagnosis of malignant 
lesions of the prostate is usually not made by the urologist, 
and it is the referring physician who gives him the oppor- 
tunity to treat the paticnts with this disease. Thank you. 
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Disabling Conditions of the Cervical Spine 
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The complaint of pain in the neck and shoul- 
ders with extension into the arm is of relatively 
frequent occurrence and has almost superseded the 
low back as the ‘problem child” of the musculo- 
skeletal system. Patients with this complaint con- 
sult not only the orthopedic surgeon but the gen- 
eral practitioner as well. The causes of this dis- 
ability are many and varied; but in general the 
pain arises from the cervical spine and its support- 
ing structures, and is referred over the shoulder and 
possibly dcwn the arm; or it may come directly 
from the shoulder girdle itself. It is believed that 
the cause or combination of causes which can 
bring on these symptoms is not widely understood. 
The purpose of this paper, therefore, is to review 
the various etiologic factors that may produce cer- 
vicobrachial pain and, in particular, to stress cer- 
tain aspects of the diagnosis and treatment of the 
most common and obstinate of these factors. 

As with any condition in medicine or surgery, 
no intelligent treatment can be initiated without 
an accurate diagnosis; and one can make no accu- 
rate diagnosis without first analyzing a carefully 
taken history and carrying out a systematic and 
painstaking physical examination, particularly of 
the upper portion of the spine, the shoulder girdles 
and the upper extremities. In addition to these 
measures, necessary roentgen studies should be 
made, as well as laboratory examinations when in- 
dicated. Particularly must one realize that the 
pain may not arise in the cervical spine or shoulder 
girdle, but may be referred from the thoracic or 
abdominal orgatis, as in diseases of the apex of the 
lung or an irritative process in the region of the 
diaphragm, or may be caused by herpes zoster. 

In the differential diagnosis of pain in the neck 
and shoulder, experience may be fallacious and 
judgment difficult. The pain may be simply an 
annoyance or a symptom of serious disease. Too 
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often, because of inadequate examination and in- 
complete diagnosis, the patient receives everything 
from aspirin to balneotherapy, from colonic lavage 
to dental extraction, diathermy, diets, vitamins 
and/or operation. This type of patient wanders 
from physician to physician and often to cultists, 
and still the pain persists. 

To avoid confusion, we have omitted considera- 
tion of patients with symptoms resulting from 
pathologic changes in the shoulders, such as sub- 
acromial bursitis and tears in the musculotendinous 
cuff. We wish to emphasize, however, that lesions 
of the shoulder girdle may initiate cervicobrachial 
pain by concomitant diffused muscle spasm accom- 
panying the lesion. Such pain may likewise follow 
voluntary splinting of the affected arm with de- 
pression of the painful shoulder, as frequently oc- 
curs after trauma. 

The common lesions arising from the cervical 
spine and giving pain in the neck and shoulder are: 


1. Muscular and ligamentous strain 


2. Hypertrophic arthritis of the cervical 
spine 

3. Subluxation of the cervical spine 

4. Fracture or dislocation 

5. Neuritis of toxic origin 


6. Herniated intervertebral discs 

Cervical rib and scalenus anticus 

Raynaud’s disease 

9. Tumors 

10. Postural and anatomic conditions with 
vascular and nerve compression 


~ S 


Tenderness or limitation of motion of the cervi- 
cal spine, when present, should induce one to in- 
vestigate further to determine whether or not this 
region may account for the symptoms. Certainly, 
the cervical spine should be examined routinely in 
all cases of painful shoulder in which there are 
insufficient signs to verify the diagnosis of local 
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lesions in the shoulder, or of neuritis. The absence 
of restriction of motion, or pain at the extremes 
of motion, and the absence of a definite point of 
local tenderness rule out lesions of the shoulder 
joint as the cause of pain. 

Following the careful examination of the neck 
and shoulder, roentgenograms of the cervical por- 
tion of the spine should be made. These should 
include an anteroposterior view with the mouth 
open, a lateral view with the neck in a neutral 
position of flexion and extension, a lateral view in 
extreme flexion, and bilateral oblique views. The 
roentgenograms permit division of the patients into 
two groups: 

A. Those with structural abnormalities such as: 
cervical rib, Klippel-Feil syndrome, fracture or 
gross dislocations, or arthritis. 

B. Patients with roentgenograms giving nega- 
tive or normal evidence; or with roentgenograms 
showing a flat cervical spine, or one in which there 
is a reverse curve. 

It should likewise be stressed that abnormali- 
ties demonstrated in the roentgenogram are not 
necessarily the sole cause of complaint, since in the 
average patient certain variations may have been 
present for years without causing symptoms. But 
at least such anomalies are suspect and factors to 
be considered. 

Diagnostic Problems 

It is not within the scope of this paper to dis- 
cuss the details of ali the factors entering into the 
diagnosis and treatment of patients with cervi- 
cobrachial pain, as they have been considered in 
the literature. It is pertinent, however, to com- 
ment on some aspects of the diagnostic problems 
and the treatment of these problems. 

One of the most frequent causes of discomfort 
in the neck is that occasioned by the acute or sub- 
acute stiff neck or wryneck, which is most often 
due to strain of supporting structures and is fre- 
quently complicated by toxic or infectious myositis. 
This situation commonly is present as the patient 
awakens after a night’s sleep and is due to long 
malposition of the neck on a pillow, perhaps com- 
plicated by exposure to a draft; or it may come on 
as the patient stretches and strains the muscles of 
the neck shortly after awakening. Many times the 
pain is extremely severe; it is usually localized, 
and may travel over the shoulder. There may be 
a fixed painful torticollis, and any attempted mo- 
tion is intolerable. If the torticollis is pronounced, 
4 roentgenogram will give a false distorted view 
and is, therefore, not of definite value. 
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In those cases in which the torticollis is severe 
and associated with great pain, a simple office pro- 
cedure is sometimes of inestimable value in giving 
the patient immediate relief. The patient is given 
a moderate dose of sedative and is placed on a 
table on his back with the head and neck and up- 
per portion of his shoulders extending over the end 
of the table. The head is held by an assistant 
or member of the family for the first few minutes 
of the treatment while the narcotic is taking effect 
and relaxation of the muscles is being obtained. 
The support is gradually released until the pa- 
tient’s head is hanging off the table without any 
support. This procedure is continued until com- 
plete relaxation of muscles is obtained. With the 
patient in this relaxed position a voluminous felt 
and sheet wadding collar is applied, and this may 
be strengthened with either cardboard or plaster 
of paris. The patient is then gotten up gradually 
and allowed to return home to bed. The collar is 
continued thereafter in hyperextension for a period 
of one to two weeks. Injections of novocain and 
heat to the neck may speed up the period of recov- 
ery. If the pain persists, traction in the horizontal 
or vertical planes may be instituted at regular 
intervals. In a matter of a week or so, however, 
this type of pain in the neck usually subsides. If 
symptoms are particularly severe and prolonged, 
roentgenograms should be taken in a few days to 
rule out a more severe pathologic condition of the 
cervical spine. 

The subject of fractures and dislocations, her- 
niated intervertebral disc, cervical rib and scalenus 
anticus syndromes, tumors and vascular disorders, 
and neuritis, per se, in the cervical spine has been 
adequately covered in the literature and is men- 
tioned here only as a refresher to the memory. The 
history, physical examination and roentgen studies 
should bring to light these lesions if they are pres- 
ent; and they must be considered by the physician 
in any long-standing or persistent case of <ervi- 
cobrachial symptoms. 

Hypertrophic osteoarthritis of the cervical part 
of the spinal column may, in and of itself without 
gross impingement on a nerve root, be responsible 
for a variety of cervical symptoms. Chief of these 
is usually pain and stiffness of the posterior part 
of the neck, particularly on arising in the morn- 
ing. It may be referred to the occiput, to the back 
of the shoulders or even into the arms. The refer- 
ence of pain is not necessarily due to irritation of 
the nerve roots, per se. In the more severe arthritic 
cases there may be some impingement on a nerve 
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root; however, it is rare to see impingement on a 
nerve root due to foramenal compression much be- 
fore the age of 35 to 40 years. 

It must be stated frankly that the mechanism 
of impingement on nerve roots is still obscure. 
This obscurity is obviously due to the fact that it 
is not possible to see by direct vision the changes 
responsible for the impingement. Many interest- 
ing suggestions have been offered. These hypo- 
theses can be best understood if one first considers 
briefly the anatomy of the cervical intervertebral 
foramen, 

The foramen is bounded anteriorly by the pos- 
terior surfaces of the vertebral bodies, which are 
covered by the posterior longitudinal ligament. 
The upper and lower margins are formed by the 
concave borders of the pedicles of the superjacent 
and subjacent vertebrae. The posterior margin is 
the synovial membrane and the ligaments of the 
apophysial joint. It has been suggested by some 
that the foramen may be narrowed by a break- 
down of any of the tissues that normally hold in 
place the bones that form the foramen. Thinning 
of an intervertebral space or cushion may repre- 
sent such a breakdown. Whatever the cause of the 
thinning of the cushion, it is obvious that if the 
space between the vertebrae diminishes, the height 
of the foramen diminishes. The associated forward 
displacement of the superior articular process of 
the subjacent vertebra which occurs must, of neces- 
sity, cause similar decrease in the lateral diameter. 

In the cervical portion of the spinal column 
degenerative changes in the intervertebral cushion 
occur most frequently from the fifth to the seventh 
cervical vertebrae. The fact that the nerve roots 
associated with these vertebrae are larger than the 
upper cervical nerve roots may explain the fre- 
quency of radicular symptoms originating at these 
levels. It has been thought that spur formations 
and bridgings are secondary irritative phenomena 
incident to the narrowing of the discs and the ap- 
proximation of bony surfaces. It has been sug- 
gested that the foramen may be encroached upon 
and narrowed by the formation of bony or inflam- 
matory tissue. Into this group may fall primary 
apophysial arthritis with a resulting thickening of 
synovial, ligamentous and periosteal structures. 
This concept may explain the manner in which a 
single trauma, chronic trauma, postural strain or 
malalignment may produce radicular irritation. 
One must also accept as a possibility a posterior 
arthritic exostosis appearing in such a location as 
to encroach on a foramen. 
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It has been further suggested that whichever 
mechanism is accepted as the one producing the 
narrowing of the intervertebral foramen, one must 
conclude that it is but a predisposing factor and 
that there is an additional inflammatory element 
superimposed on it. Otherwise, one could not ex- 
plain the lasting beneficial effects of traction or 
high voltage roentgen radiation that have been 
produced clinically. One cannot expect traction or 
roentgen therapy permanently to restore the thick- 
ness of a thinned intervertebral disc, or to reduce 
the size of an exostosis. There must be an added 
inflammatory factor. Traction affords relief by 
temporarily increasing the size of the foramen and 
allowing the “neuritis” or inflammatory reaction to 
subside. Similarly, high voltage roentgen radiation 
reduces the edema and congestion of inflammatory 
tissue and by so doing promptly increases the 
foramenal space. 

Whether the cause of impingement on a nerve 
root is the bony narrowing of the foramen, an 
exostosis, the narrowing of the foramen due to 
inflammatory encroachment, or the thinning of an 
intervertebral cushion, the clinical picture is al- 
ways characteristic. The symptoms are much more 
frequently referable to the lower cervical than to 
the upper cervical region of the spinal column from 
C4 to D1. The type of symptoms produced is 
influenced also by the amount of impingement and 
the portion of the nerve root involved. Sensory 
changes are more frequent than motor changes. 
This difference may be due to the fact that the 
motor fibers of the anterior cervical roots are fewer 
than the posterior sensory fibers, and are about 
one-third the size of the latter. The degree of 
impingement may cause a variety of sensory 
changes: paresthesias, numbness, or severe and 
intractable pain. Similarly, if the motor fibers are 
involved, there may be reflex changes, loss of 
strength, atrophy and even flaccidity. The patient 
usually carries the head stiffly and resists which- 
ever cervical motion accentuates the pain. Pain 
is usually worse when the patient is in the recum- 
bent position. It is not uncommonly so severe that 
ordinary doses of narcotics are of little help. 


Cervical Myo-radicular Syndrome 


With these factors in mind we wish to talk 
about the most common clinical entity which is 
found in those patients complaining of pain in 
the neck and shoulder girdle. For descriptive pur- 
poses we have named this condition “the cervical 
myo-radicular syndrome.” This term designates a 
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clinical entity characterized by pain in the cervical 
region and/or those structures attached to the 
cervical spine by myofascial connections. Gen- 
erally, there are varying degrees of limited motion 
of the neck associated with tender trigger points, 
and a loss of the normal cervical lordosis, with or 
without partial subluxations and/or narrowing of 
certain of the intervertebral disc spaces. Further- 
more, this clinical entity may arise as the result of 
an injury or without the patient’s knowledge of a 
specific injury. This question of injury, whether 
recent or remote, is frequently slurred over by the 
patient for the reason that painful symptoms do 
not develop until some time after the injury — 
from a few days to several months and a good 
many times years after the injury. 

The high incidence of injury as the etiologic 
factor and the acceptance of the fact that the great 
majority of injuries of the cervical spine are in the 
nature of a whiplash or reverse whiplash make the 
nature of a great variety of injuries of this section 
of the spinal column more easily understandable, 
especially if we define the term whiplash as a 
hyperflexion of the cervical spine followed by a 
spontaneous extensor recoil. In addition, we should 
state that the reverse whiplash consists of hyper- 
extension followed by a spontaneous flexor recoil. 

The extreme mobility of the cervical spine and 
its known potential for dislocation unaccompanied 
by fracture make it extremely susceptible to in- 
jury. Two degrees of injury are immediately sep- 
arated by the severity of the accident. These might 
be referred to as obvious and obscure types of in- 
jury. This paper deals only with the obscure 
lesions, that is, those lesions included in the cervical 
myo-radicular syndrome. 

As increasing degrees of the hyperflexion force 
are encountered, not only are the fibers of the cap- 
sule of the articular processes ruptured, but also 
the posterior common ligament, with presumably 
some fibers of the annulus fibrosis. When rupture 
occurs, the pivot of motion is no longer at the 
junction of the pedicle and body, but shifts for- 
ward to the anterior lower border of the dislocating 
vertebra. This border then impinges on the bor- 
der of the subjacent vertebra as the articular 
»rocesses of the dislocating body mount the proc- 
‘sses of the subjacent body. Because of the injur- 
ng force and the extreme mobility of the cervical 

ection of the spine, any degree of injury must be 
‘nticipated from sprain, involving the tearing of a 
ew fibers of the posterior articular ligaments, disc 
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injuries and complete dislocations, to complete 
severing of the cord. It is the lesser degrees of in- 
jury which have eluded specific diagnosis to date. 

Following the obtaining of the history and a 
careful physical examination, roentgen examina- 
tion of specific type is indicated in obtaining a 
workable diagnosis. In addition to the anteropos- 
terior projection with the mouth open, two addi- 
tional attitudes with the patient in the sitting 
position are assumed and lateral projections of the 
cervical spine are obtained; one is made with the 
patient relaxed and the gaze focused on a point 
level with the eye, and the other with the head 
pushed forward to approximate the chin as near 
the chest as possible in order to obtain maximum 
range of flexion of the neck. 

Immediately following an injury such as those 
mentioned, the elastic extensor recoil mechanism 
provided by the static posterior cervical muscula- 
ture and the ligamentum flavum is the mechanism 
which serves to conceal the damage which has oc- 
curred, since it affects a variable degree of reduc- 
tion spontaneously. Spasm of the cervical muscu- 
lature serves to avoid painful contact of the injured 
parts; therefore, the facets are not restored to 
their normal apposition. The entire cervical spine 
is held slightly forward to avoid such painful con- 
tact of the posterior articular processes. This for- 
ward displacement, plus the inflammatory reac- 
tion set up by the original trauma, causes the 
typical symptom complex. Elimination of the nor- 
mal forward curvature thus produced provides 
the clue to the damage concealed by the spasm. 
If in such cases the patient is seen immediately 
afterward and the lateral projection shows a 
straight cervical spine, a picture should be taken 
in the chin-chest position. In a great many cases 
of this type, however, there are only fleeting symp- 
toms which disappear in a few days, and the pa- 
tient resumes the normal use of his head and neck. 
Doing so is a mistake, for in exactly the same man- 
ner as with a neglected sprain of an ankle, such 
torn ligaments heal in the elongated position. Nor- 
mal use thereafter continues to stretch the liga- 
ments, accounting for the increasing disabling 
symptoms occurring from three months to years 
afterwards. Such neglected cases result in pain 
in the cervical region with variable amounts of 
radiation. 

With the clue to mechanical derangement es- 
tablished by the fact that the cervical spine exhibits 
a straight line in the neutral lateral projection, 
and a specific level of angulation in the chin-chest 
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Fig. 1.— Cervical traction in hospital type bed with 
roll under neck and semi-Fowler’s position. 


projection, differential diagnosis depends on a 
proper correlative evaluation of the roentgen and 
clinical findings. Bilateral oblique views of the 
cervical spine to show the intervertebral foramina 
may, in addition, reveal a lesion of one of three 
kinds: 


1. Luxation of the posterior facets 

2. Narrowing of the intervertebral disc space 

3. Lesions encroaching on the intervertebral 
foramen 

4. Combinations of any two or all three of 
these 


Localization of the lesion may be obtained by 
correlating the point of forward angulation of a 
cervical vertebra and the pattern of the radiation 
of the pain. 

In those cases which present a similar clinical 
picture of stiffness, pain, tender trigger points and 
radiation into the shoulders, but in which the 
etiologic factor is not so easily discovered, many 
times there are similar roentgen findings, and 
treatment is similar. 

It is our practice in those cases which have 
been involved in such severe injuries as the head- 
on or rear type of collisions to place the patients in 
traction and gradual hyperextension over a neck 
roll (fig. 1) for a period of approximately a week 
and then to let them become ambulatory in a 
cervical collar (fig. 2). They are seen at intervals 
in the office, where they are given diathermy, 
traction and massage, and, if necessary, novocain 
injections of any trigger points which may be 
present. Traction at home at night (fig. 3) is 
continued, with a roll under the neck. As the 
symptoms decrease, the traction and office therapy 
are gradually decreased until the patient is receiv- 
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ing no treatment in the office. We have these pa- 
tients continue, however, to use a roll under the 
neck rather than a pillow until we are sure that 
they are remaining asymptomatic. Roentgen check 
in the lateral projection is made occasionally to 
assure the return of the normal curve of the cervi- 
cal spine. 

Those patients who have definite evidences of 
narrowing of the foramen with segmental com- 
pression of the nerve roots are treated also by 
traction for a more prolonged period and are gotten 
up in a collar or brace. If the symptoms are of 
long standing and are relieved by the traction- 
hyperextension and maintenance of this hyperex- 
tension, fusion of the involved areas is of definite 
benefit in most cases. Cervical ruptured inter- 
vertebral discs, when diagnosed, are removed if 
conservative methods fail. In view of the rocker 
movement characteristic of the cervical vertebrae, 
it is illogical to separate lesions involving luxation 
of the posterior articulations from those of the disc, 
and vice versa. Injuries affecting the one in- 
evitably involve the other, since the vertebra moves 
as a whole. 





Fig. 2.— Albee collar for support while patient is 
ambulatory. 
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Fig. 3.— Traction apparatus as adapted for home use. 


Conclusion 


Judging from the mechanics of the injury, and 
the remarkable persistence of symptoms, it would 
appear that further investigation and studies of 
end results are necessary to understand fully this 
symptom complex and to formulate a satisfactory 
treatment for those patients suffering from the 
symptoms of the cervical myo-radicular syndrome. 

Present day roentgenologic, neurologic, and 
orthopedic technics, however, when combined, per- 
mit a more favorable prognosis in patients with 
the cervical myo-radicular syndrome type of com- 
plaints. The majority of them consult physicians 
other than the orthopedic surgeon, and a specific 
regimen for the handling of these patients will do 
much toward attaining the goal of increased 
knowledge of this syndrome as well as giving the 
patients much needed relief. 
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Dr. J. G. Lyerry, Jacksonville: I should like to con- 
gratulate Dr. Albee on his excellent paper. My discussion 
will be limited to nerve root pressure, associated with 
cervical intervertebral disc syndrome. In this condition 
the patient suffers pain in the neck, the shoulder, and then 
the arm. There is a radicular pain with radiation along 
the course of the involved nerve root. The most frequent 
location for a cervical dislocated disc is at the level of 
the sixth or seventh cervical intervertebral disc. In nearly 
all cases of this type the patient has radicular pain with 
numbness, tingling, or pain along the radial side of the 
forearm to the thumb, and the index and middle fingers. 
Associated with this pain there may be weakness of the 
triceps muscle with absent triceps jerk. Of course, if 
there are other cervical discs involved either above or 
below this level, there will be other nerve roots involved 
with localization of symptoms. 

In many patients the cervical disc syndrome may be 
caused by bony spurs compressing the nerve root at the 
intervertebral foramen. But this is a mechanical factor 
and may require identical means for relief. To complete 
the diagnosis, I think most cases of this type will require 
a pantopaque myelogram using 6 cc. of the pantopaque to 
get a good outline of the cervical spinal canal. If there is 
a definite defect at a cervical intervertebral disc level 
corresponding to the neurologic changes that the patient 
presents, surgery would most likely be advised. Surgical 
removal of the dislocated disc may be the quickest method 
for relief, since it would shorten the hospital stay from 
one to two weeks. Yet in atypical cases more conserva- 
tive treatment with head traction may be recommended. 
Frequently traction is applied with a halter, using as much 
weight for the traction as the patient can stand, continu- 
ously for a week or ten days in the hospital. This gives 
the patient relief temporarily. After the patient goes 
home, the traction may be continued part time. Surgery, 
however, may be required if this method of treatment 
does not give relief after the first week. 
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Fat Embolism: Report of a Fatal Case 


MaxweE Lt M. Sayet, M.D. 
MIAMI BEACH 
AND 
Epwarp W. CuL.ipHer, M.D. 
MIAMI 


It is worthwhile to bring before the medical 
profession, from time to time, the subject of fat 
embolism, a not rare but often overlooked condi- 
tion which is a significant cause of death in 
trauma. Fat embolism was produced experimen- 
tally in dogs by Magendi in 1821, and the first 
human case was described by Zenker in 1862. 


Incidence 

There is a direct relation of fat embolism to 
trauma. Of the last 100 cases reported by the 
Army Institute of Pathology, 91 followed fracture 
of the tibia or femur; 4 were caused by blast in- 
jury, 3 by burns, and one each by pressure as- 
phyxia and skull injury. In 6 per cent of 1,000 
battle casualties death resulted from fat emboli. 
Pulmonary fat emboli were found in 50 per cent 
of a series of fatal cases of trauma. The finding 
of pulmonary fat emboli alone is not pathog- 
nomonic for the condition because it has been 
shown that fat is found in the lungs in many rou- 
tine autopsies. Denman and Gragg cited Wyatt 
and Foo as showing pulmonary fat emboli in 30 
consecutive cases in which death was due to trau- 
ma. In a similar number of nontraumatic cases 
no appreciable amount of fat was found. 


Pathogenesis 

There is still some difference of opinion as to 
the origin of the fat in fat embolism. The majority 
of authors favor the idea that neutral fat of the 
bone marrow enters the gapping venous channels 
in the region of the fracture and then plugs the 
vessels of the lungs, some filtering through the 
lungs to the brain. The increased local pressure 
due to swelling is cited as a factor. The lethal dose 
of neutral fat is 12 to 120 cc. The fat in the femur 
is approximately 65 cc. Experimentally, death can 
be induced in rabbits by a proportional injection 
of neutral fat. 


Fat is poorly tolerated by the brain and to a 
slightly better degree by the lungs. The kidneys 
are not affected and excrete the fat without dam- 


age. 


Symptoms 


Accidental injury with initial shock is followed 
by a symptom-free period which may extend for 
thirty-six hours. This is followed by the onset of 
pulmonary symptoms, such as edema, dyspnea and 
cyanosis, and cerebral symptoms, which include 
irritability, excitability, psychoses, convulsions 
and coma. A careful search will frequently reveal 
petechial hemorrhages of the skin of the head, 
neck, upper part of the chest and ocular fundi. 
These latter findings are considered most impor- 
tant by many clinicians. Attempts to demonstrate 
fat in the urine, blood and sputum have had only 
partial success. The reaction of the spinal fluid is 
negative. The temperature may be markedly 
elevated. The fundi do not reveal fat; petechial 
hemorrhages may occur. Roentgen examination of 
the chest shows a general haziness characteristic 
of pulmonary edema. 


Pathology 


The findings are not outstanding, and there- 
fore in many cases the fat emboli are overlooked. 
The lungs may have oily droplets. Pulmonary 
edema is definite. Petechial hemorrhages of the 
brain and the skin of the head, neck and chest are 
fairly constant findings. 


Microscopically, fat is found in the small ves- 
sels and capillaries of most tissues, predominantly 
in the lungs, kidneys and brain. The cerebral cor- 
tex has minute areas of perivascular demyeliniza- 
tion and necrosis surrounding the plugged arter- 
ioles. The fat does not appear to break down. 
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SAYET AND CULLIPHER: FAT EMBOLISM 








Fig. 1.— Fat embolus of the brain. (H. P.) 


Treatment 


Prophylactically the splinting and careful 
transportation of fractures of long bones should 
be practiced. The avoidance of manipulation and 
the elevation of fractured limbs would appear to 
be of value in the prevention of local edema and 
increased pressure. The use of a tourniquet prox- 
imal to the fracture and venous bleeding there 
The drainage of the 
Oxygen is 


would seem to have merit. 
medullary canal is a possible practice. 
the mainstay of supportive measures. 


Prognosis is reserved. Probably only the sever- 
est cases come to autopsy. There are several re- 
ports of recoveries in well developed severe cases. 


Report of Case 


S. C., a man aged 65, was admitted to Jackson Me- 
morial Hospital shortly after being struck by a car. His 
chief complaints were pain, disability and deformity of 
the right leg. 


General examination revealed no abnormalities other 
than a comminuted compound fracture of the right tibia 
and fibula, with a relatively small puncture wound on the 
anterior medial aspect. The wound was irrigated with 
normal saline and a furacin dressing applied. Reduction 
was carried out under general anesthesia; a long leg cast 
was applied with the knee in flexion of 45 degrees. Check- 
up roentgenograms showed inadequate reduction, and the 
cast was wedged in an attempt to improve further the 
position. On April 4, 1950, the last of these check-up 
oentgenograms showed that alignment was good, but 
hat little apposition was present between the ends of the 
ibia and further procedure would be necessary. 


Two days later roentgenograms revealed multiple frac- 
ures involving the fifth through the ninth ribs on the 
ght side with great displacement of some of the frac 
ired fragments. On April 7, the general condition seemed 
od, and the chest was clear. The patient was taken to 
1e X-ray department, where manipulation was again car- 
ed out under general anesthesia in an attempt to avoid 
1 open reduction. Although there had been some bright 
ood on the dressing, there was no active bleeding present 
om the compound wound. The manipulation was car- 
‘d out without incident, and a long leg cast was applied. 


(H. P.) 


Fig. 2.— Fat emboli in the lungs. 


He experienced no difficulty in taking the anesthetic. 
While roentgenograms were being taken, and after the 
anesthetic had been discontinued, it was noted that the 
patient did not seem to be breathing, and all efforts to 
revive him failed. He remained pink and was never 


cyanotic. It was believed that his demise was due to an 
embolus. sa 
Autopsy Findings. — The pertinent autopsy findings 


were a compound fracture of the right tibia and fibula, 
and moderate contusions of the right shoulder and elbow. 
Pulmonary edema and congestion were moderate. Cerebral 
edema was moderate and petechial hemorrhages were 
noted in the white matter. They were tiny in size and 
diffuse.. The microscopic examination showed numerous 
globules of fat in the terminal arterioles of the brain, 
lungs and kidneys as revealed by Sudan III stain (Figs. 
1 and 2). 


Conclusion 


A fatal case of fat embolism is presented, and 
the subject is discussed with a view to pointing out 
anew the occurrence of this anomaly in civilian 
practice. Tender and careful handling of long 
bone fractures is indicated to prevent this compli- 
cation. 


Bibliography 


Bisgard, J. D., and Baker, C.: Experimental Fat Embolism, Am. 
J. Surg. 47:466-478 (Feb.) 1940. 

Conner, L. A.: Heart in Fat Embolism, J. Mt. 
8:454-458 (Jan.-Feb.) 1942. 

Denman, F. . and Gragg, L.: Fat Embolism; 
Enigma, Arch. Surg. 57:325-332 (Sept.) 1948. 

De Gutierrez-Mahoney, W.: Pathogenesis of Traumatic Uncon- 
sciousness; Importance of Fat Embolism, War Med. 1:816-823 
(Nov.) 1941. 

De Voe, A. G.: Ocular Fat Embolism; a Clinical and Pathologic 
Report, Arch. Ophth. 43:857-863 (May) 1950. 

Dunphy, J. E., and Ilfeld, F. W.: Fat Embolism, Am. J. Surg. 
77:737-743 (June) 1949. 

Harman, J. W., and Ragaz, F. J.: The Pathogenesis of Experi- 
mental Fat Embolism, Am. J. Path. 26:551-563 (July) 1950. 
Harris, R. I.; Perrett, T. S., and MacLachlin, A.: Fat Embol- 

ism, Ann. Surg. 110:1095-1114 (Dec.) 1939. 

Kingsbery, L. B., and Wilkinson, A. B.: Massive Fat Embolism 
with Recovery, Ann. West. Med. & Surg. 1:186-190 (July) 
1947. 

Newman, P. H.: Clinical Diagnosis of Fat Embolism, J. Bone & 
Joint Surg. 30B:290-297 (May) 1948. 

Scuderi, C. S.: Fat Embolism; Resume of Literature Plus Some 
Newer Thoughts on Diagnosis, Arch. Surg. 36:614-625 
(April) 1928. 

Fat Embolism; Clinical and Experimental Study, Surg., 
Gynec. & Obst. 72:732-746 (April) 1941. 

Whitaker, J. C.: Traumatic Fat Embolism; Report of Two Cases 
with Recovery, Arch. Surg. 39:182-189 (Aug.) 1939. 

Winkelman, N. W.: Cerebral Fat Embolism; Clinicopathologic 
Study of Two Cases, Arch. Neurol. & Psychiat. 47:57-76 
(Jan.) 1942. 


420 Lincoln Road. 


Sinai Hosp. 


Diagnostic 








418 


Vo_tumeE XXXVIII 
NuMBER 6 


Intra-Abdominal Lymphangioma 


RAYMOND R. KILLINGER, M.D. 
SAMUEL S. LomBarpo, M.D. 


AND 
DuNcAN B. McRag, M.D. 
JACKSONVILLE 


Lymphangioma of the mesentery was first re- 
ported in the American surgical literature more 
than half a century ago. Since then periodic re- 
ports have appeared in the literature,’ a survey of 
which leads us to believe much confusion exists in 
regard to lymphatic growths. Singleton,® in an 
excellent discussion of lymphangiomas, designated 
three types, simple or capillary, cavernous and 
cystic. In general he described the lymphangioma 
as a tumor of lymph vessels and spaces containing 
lymph and lined by endothelial cells. Lymphan- 
giomas occur as single or multiple growing masses 
of varying size and weight and are encountered in 
all systems of the body. 

Lymph cysts of the abdomen arise from lymph 
sacs of the retroperitoneal area, and according to 
Keith,” who cited the work of Huntington and 
McClure, they originate from _ retroperitoneal 
lymph centers at the root of the superior mesen- 
teric artery. The factors responsible for their 
growth remain a matter of conjecture, although 
trauma and embryonal rest have been implicated. 

The index of suspicion of mesenteric cysts in 
the differential diagnosis of intra-abdominal 
tumors is low because of their insidious asympto- 
matic course and because of their rarity. We pre- 
sent 2 cases of mesenteric lymphangioma; in 1, a 
diffuse multiple growth occurred in a 51 year old 
white man, and in the other a single tumor in an 
8 year old Negro boy. 

Report of Cases 

Case 1.—A white man aged 51 years, a salesman 
known to one of us (R. R. K.) for many years, complained 
on May 20, 1950 of fulness in the abdomen of six months’ 
duration, which had gradually increased in severity and 
had become associated with severe abdominal cramps. 
There was a history of uneventful recovery from pneu- 
monia ten years previously and from an appendectomy 
four years prior to this examination. At the time of the 
operation, which was performed through a right rectus 
incision, observation disclosed no evidence of other disease 
processes. Three sigmoid polyps had been removed through 
an operating proctoscope two months before the onset of 
the present symptoms. Because of obesity, the patient 
having weighed 206 pounds on July 26, 1949, a reducing 
regimen and diet had been prescribed. 

On physical examination, the weight was 171% pounds. 
The significant findings were limited to the abdomen, 
which was pendulous but symmetrically enlarged. The 
edge of the liver could not be palpated with certainty. An 


intra-abdominal mass, somewhat fixed and nodular but 
of undetermined character, could be palpated about the 


umbilicus. It was slightly tender on deep pressure and 
did not move with respiratory excursions. A fluid wave 
could not be elicited. Proctoscopic examination gave nega- 
tive results. 

Urinalysis and complete hematologic studies, repeated 
on several occasions, gave negative evidence. Roentgen 
studies of the chest, heart, gallbladder and gastrointestinal 
tract revealed only that the gallbladder was high in posi- 
tion and that the stomach also was high in position and 
rotated upon itself. 

Preoperative diagnosis was not made with certainty 
The differential diagnosis, however, included neoplasm of 
the stomach, pancreas, colon, adrenals and kidney. Hav- 
ing in mind a somewhat similar case in which the patient 
was operated upon by one of us (R. R. K.) in 1944, we 
also gave consideration to possible mesenteric or omental 
cysts.” 

At operation on June 8 at St. Luke’s Hospital, the 
abdomen was opened through a large left paramedian 
incision. Immediately, large clear-like cystic masses vary- 
ing in size and shape from B.B. shot to large grapefruit 
were encountered. A clear amber fluid escaped from a 
few that were incised. A survey of the intra-abdominal 
organs revealed no pathologic changes other than the 
presence of these cystic masses attached to nearly all or- 
gans from the diaphragm to and including the pelvic cavity 
and throughout both lateral gutters. Complete removal 
of the cysts was accomplished. The largest ones wer« 
situated near the root of the mesentery (fig. 1) just be 
yond the origin of the superior mesenteric vessels, and 
there was gradual diminution in size as they extended 
toward the periphery. As indicated by the arrow in figure 
1, the pedicle for the cysts appeared to originate at th 
root of the mesentery. To be certain, however, that it 
did not originate from the urachus, a portion of this struc 
ture was removed. Over a gallon of fluid was siphoned 
off during the operation. The abdomen was closed in lay 
ers in the usual fashion. 

The patient made an uneventful recovery. When h¢ 
was weighed ten days postoperatively, there was a los: 
in weight of 25 pounds. He has since remained in excel- 
lent health. 

The pathologic report, made by Dr. James Wallace 
follows: 

“The specimen was weighed immediately after opera 
tion, and the weight was 5,012 Gm. The specimen con 
sists of a multicystic neoplasm. The cysts measure fron 
1 mm. in size up to 14 cm. in greatest diameter. Many o 
them are unilocular; however, the larger ones tend to bi 
multilocular. The outer surface is smooth and glistening 
and the lumina of the cysts contain pale yellow fluid. Th: 
inner lining of the cyst is also smooth and glistening. Ni 
papillary structures are noted. The cysts are held togethe: 
by vascular channels and fibroconnective tissue. 

“Microscopic Description: Multiple sections throug! 
the cystic elements show that they are composed of mul 
tilocular structures that are separated by fairly thir 
fibroreticular walls in which there is a modicum of chroni 
inflammatory cell infiltration. Several of the cysts con 
tain what appears to be a true endothelial lining, anc 
there is no evidence of hemorrhage within their lumina 
A precipitated type of protein is occasionally noted. On 
or two areas contain in the center of the cystic areas wha 
appear to be poorly formed epithelial-lined glandular ele 
ments that have no ducts and occasionally no lumina, thes: 
being somewhat suggestive of hamartomata. For the mos 
part, however, the specimen is made up of thin-walled 
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Fig. 1.— Photograph of the tumor mass in Case 1, 
taken immediately after the operation. 


cysts, and occasional areas of epithelial or epithelial-like 
structures are noted. One or two areas show interstitial 
hemorrhage in the walls of the cysts. 

“Sections from the region of the urachus show a similar 
type of structure with a single exception that here there 
is apparently some infiltration of the endothelial elements. 

“Diagnosis: Cavernous cystic lymphangioma of mesen- 
tery.” 

The slides were sent to various pathologists, including 
Dr. Harry S. N. Greene of the Department of Pathology, 
Yale University. That the tumor was a lymphangioma, 
cavernous in type, appears unchallenged. In our opinion 
it originated from the root of the mesentery. 

Case 2.— An 8 year old Negro boy was admitted to 
the Duval Medical Center on Aug. 10, 1950 with the chief 
complaint of pain in the abdomen, nausea and vomiting. 
For three weeks he had experienced intermittent bouts 
of abdominal pain associated with nausea and vomiting, 
which had subsided spontaneously, causing little disability. 
About twenty hours prior to admission he had awakened 
with crampy abdominal pain and had vomited repeatedly. 
The father.then noticed a mass in the upper part of the 
child’s abdomen; both he and the mother stated they had 
not observed it previously. There was no history of 
hematemesis, melena, mucoid stools or other contributory 
data. - 

Physical examination revealed no abnormality except 
a mass in the upper portion of the abdomen somewhat to 
the left of the midline measuring 12 by 15 cm. It was 
firm, tender and freely movable from side to side and to 
a lesser extent up and down. 

Roentgen examination of the abdomen in the upright 
position revealed gas in the large and small intestines, but 
there was no distention. Hematologic studies, urinalysis 
and examination of the stools for ova, parasites and occult 
blood gave negative results. 

At operation, performed by Dr. Duncan B. McRae, a 
‘yst about 15 cm. in diameter and attached to the mesen- 
tery approximately 20 cm. proximal to the cecum was 
2asily removed without damage to the mesenteric vessels. 

The postoperative course was uneventful, and the pa- 
tient was discharged on the seventh day of hospitalization. 
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The pathologic report, made by Dr. Daniel Leavitt, 


follows: 

“The specimen consists of a large cyst measuring 12.5 by 
8 by 7 cm. On cut sections there is a straw-colored fluid 
and some gelatinous material present. At one end of the 
cut section there are numerous small cysts containing a 
gelatinous substance. The largest cyst at the opposite end 
measures approximately 8 cm. in diameter. 

“Microscopic Description: Section consists of a multi- 
loculated cystic mass. The lumen contains amorphous 
eosinophilic matter and some blood. It is lined by a layer 
of flat nonspecific cells. Surrounding this is a layer of 
connective tissue infiltrated with scattered round cells, 
plasma cells, and a number of blood vessels. There is no 
evidence of malignancy. 

“Diagnosis: Mesenteric cyst.” 

Discussion 

These 2 cases of mesenteric cyst differ in sev- 
eral respects. In case 1 the growth was multiple, in 
case 2 single. In the former the adult male patient 
experienced gradual enlargement of the abdomen; 
in the latter the young Negro boy had a sudden 
manifestation of the abnormality. In both, the 
condition was asymptomatic until attention was 
focused on increasing size of the abdomen and on 
the presence of a tumor mass. 

Case 1 indicates that lymphatic disease within 
the abdomen should be included in the differential 
diagnosis when gradual enlargement of the abdo- 
men with no evidence of disease generally attribut- 
ed to a massive neoplasm occurs in a man past the 
age of 40 years. 

The laboratory studies, including roentgen ex- 
amination, were in both instances of little help in 
formulating a diagnosis. 

Summary 
Two cases of intra-abdominal lymphangioma, 


one multiple and one single, with extirpation and 
uneventful recovery are reported. 

Because the preoperative diagnosis of this type 
of tumor is seldom made, it is suggested that the 
index of suspicion toward the lymphatic system as 
a source of the growths be increased when the 
usual evidence of abdominal neoplasm is lacking 
and especially when there is an increase in ab- 
dominal girth not attributable to fluid or adipose 


tissue. 
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CHEMOTHERAPY IN TUBERCULOSIS. By Hawley 
H. Seiler, M.D. International Record of Medicine 


164 (Jan.) 1951. 


Pointing out that the tubercle bacillus has been 
one of the last micro-organisms to yield before the 
onslaught of the newer antibacterial agents, this 
author discusses treatment with streptomycin, 
dihydrostreptomycin, para - aminosalicylic acid 
(PAS), and the newer drugs including tibione 
(TB-1), neomycin, mycomycin, terramycin, vio- 
mycin and diplomycin. Also discussed is the use 
of streptomycin in the treatment of extrapulmon- 
ary tuberculosis, notably miliary tuberculosis, 
tuberculous meningitis, and laryngeal and tracheo- 


bronchial tuberculosis. 


It is concluded that the drug therapy of pul- 
monary tuberculosis at the present time in those 
cases in which it is indicated is probably best real- 
ized by the combined use of streptomycin and 
PAS for a period of ninety to one hundred and 
twenty days. Streptomycin in 1 Gm. dosage is 
given every third day and PAS, Gm. 12, is given 
daily. Sensitivity studies should be a coordinated 
part of any such regimen. Streptomycin is regard- 
ed as a valuable adjunct in thoracic surgery and 
useful in a number of extrapulmonary forms of 
tuberculosis. Dihydrostreptomycin is recommend- 
ed when sensitization to streptomycin prohibits its 
use. Antibiotic therapy is advised only as a part 
of an integrated and long range plan of treatment 
with each case considered individually and on its 


own merits, for no drugs can as yet entirely sup- 


plant established methods of treatment. 


CANCER OF THE BLADDER. By Louis M. Orr. 
American Surgeon 17:1 (Jan.) 1951; also Transac- 
tions of The South Eastern Section of The Ameri- 


can Urological Association. 


Dealing in broad generalizations rather than 
the usual statistical data, Dr. Orr reviews his im- 
pressions after personal experience with over 300 
cancers of the bladder in a period of twenty-one 
years. The average age in the women of this series 
was 52.1 years and in men 61.1 years. He notes a 
general improvement in results year by year, which 
he attributes for the most part to improvement in 
adaptation of methods of therapy, and also in some 
degree to improvements in the basic technics in 
therapy. 

He observes, however, that urologists are not 
seeing patients whose principal complaint is hema- 
turia any sooner than they were twenty-five years 
ago, but these patients are seeing their family 
physicians earlier than in the past. Could it be, he 
asks, that urologists have become so provincial as 
a group that they have failed in stressing the sig- 
nificance of hematuria to their confreres in general 


medical practice? 


Dr. Orr discusses the diagnosis and physical 
appearance of these tumors, also classification and 
treatment, both surgical and radiologic. He ap- 
peals unconditionally for more radical treatment in 
the earlier stages of the disease and for repeated 
warnings to the general medical profession on the 
early diagnosis of the cause of hematuria by urolo- 
gists, which, in the final analysis, “depends upon 
mature, clinical judgment.” 














pr 


Sel 


Jar 


(Ja 


‘aSt 
ner 
ect 
Ore 


ury 














J. Froripa M. A. 
DeceMBER, 1951 


ACUTE HEMOLYTIC ANEMIA SECONDARY TO A 
HIGH TITER OF COLD AGGLUTININS IN A CASE OF 
PRIMARY ATYPICAL PNEUMONIA. By Joseph K. 
Freilich, M.D., and Louis Lemberg, M.D. Illinois 
M. J. 99:150-152 (March) 1951. 

A case is reported in which acute hemolytic 
anemia developed secondary to an unusually high 
titre of cold agglutinins in a patient with primary 
atypical pneumonia. The literature is briefly re- 
viewed and the current theory given for the cause 
of the hemolytic reaction. Repeated blood trans- 
fusions together with antibiotic therapy aided in 
the favorable outcome of the illness, which lasted 
three weeks. 

It is suggested that acute hemolytic reactions 
should be watched for in the presence of high titres 
of cold agglutinins in acute febrile infectious dis- 
eases, especially in primary atypical pneumonia; 
that transfusions should be made with fresh blood, 
chilled blood being brought to room temperature; 
and that exposure and chilling of the patient, even 
from such causes as alcohol sponge baths, iced 
drinks or low temperature of oxygen tents, must be 
avoided. Routine determinations of the cold- ag- 
glutinin titre in these cases of primary atypical 
pneumonia are considered perhaps advisable in an 
attempt to prevent the development of this fairly 
serious complication. 


PERMANENCE OF SO-CALLED TEMPORARY PHREN- 
iC NERVE PARALYSIS. By Hawley H. Seiler and 
James D. Murphy. Am. Rev. Tuberc. 63:81-84 
(Jan.) 1951. 

A summary is presented of an analysis of 288 
‘ases in which the patients in the course of treat- 
nent for pulmonary tuberculosis had been sub- 
ected to phreniclasia (335 operations) for tem- 
orary phrenic nerve parglysis. The purpose of the 
urvey was to determine the permanence of the 
esulting paralysis. In approximately one half of 
ne cases there was some degree of permanent 
aralysis, and in almost one fifth, total loss of 
iaphragmatic function, figures somewhat higher 
1an those usually quoted. The authors observed 
iat in terms of pulmonary functional disability, 

sures such as these must be weighed carefully 
1en phreniclasia is being considered as a ther- 
« seutic procedure. 
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VITAMIN CONTENT OF CITRUS PRODUCTS. By W. 
A. Krehl and George R. Cowgill. Food Research 
15:179-191 (May-June) 1950. 

Since considerable information is available con- 
cerning the thiamine, niacin, pantothenic acid, 
carotene, and ascorbic acid content of citrus fruits 
and juices, this study was undertaken for the pur- 
pose of obtaining comprehensive data on the biotin, 
pyridoxine, folic acid, and inositol content of va- 
rious citrus fruits, and evaluating the effects of 
processing and storage on these vitamins. It was 
made possible through a grant in aid provided by 
the Florida Citrus Commission and carried out at 
the Yale Nutrition Laboratory, Department of 
Physiological Chemistry, Yale University. 

Samples of fresh and processed citrus juices, as 
nearly homogeneous as possible, withdrawn from a 
pooled composite sample representing a large num- 
ber of boxes of citrus fruit in 17 Florida citrus 
processing plants, were assayed for their content 
of ascorbic acid, biotin, folic acid, pyridoxine, and 
inositol. Total solids and total acid were also de- 
termined. Although measurable quantities of bio- 
tin, folic acid, and pyridoxine were noted, these 
vitamins were present in only limited amounts in 
terms of practical nutritional significance. Ascorbic 
acid, as might be expected, was present in signifi- 
cant amounts and, in addition, the large amount 
of inositol present in the citrus products examined 
makes them a rich natural source of this vitamin. 


VENTRICULAR ANEURYSM A CAUSE OF PERSIST- 
ENT RS-T SEGMENT DISPLACEMENT. By Elwyn 
Evans, M.D., F.A.C.P. Ann. Int. Med. 34:1048- 
1055 (April) 1951. 

A case is reported in which, on the basis of a 
report in the literature of ventricular aneurysm 
associated with persistent RS-T segment displace- 
ment, a tentative diagnosis of an aneurysm of the 
ventricle was made in a patient showing striking 
persistent RS-T segment displacement following 
typical acute posterior myocardial infarction. This 
diagnosis was later confirmed at autopsy. It is 
concluded that ventricular aneurysm as a possible 
cause of persistent RS-T segment deviation in the 
electrocardiogram should be suspected if signifi- 
cant deviation persists. 
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| From Our President 


Expanding Public Relations 


| Public relations activities of the Florida Medical Association have been intensified 
and broadened this year in an effort to carry the story of American Medicine to a 


segment of the population of the State of Florida, not reached previously. 


At a meeting of the State Public Relations Committee in April, 1951, two new proj- 
ects were added to the existing program, namely, Rural Educational Program, and 


Fair Exhibit. 


The Rural Educational Program is sponsored jointly by the Florida Medical Asso- 





ciation and the Florida Agricultural Extension Service of both State Universities. The 
latter, have well organized programs and are adequately staffed. The Florida Medical 
Association has agreed to provide these agencies with literature, films, transcribed radio 
programs on health, American Medical Association exhibits and the Florida Medical 
Association exhibit after the State Fair in Tampa, in February. Last, but not least, 
| the Florida Medical Association has agreed to furnish speakers on health topics at the 


request of the Florida Agricultural Extension Service. 


These speakers to be most effective should come from the local community. The 
request for a speaker is usually made by the Agency through the Chairman of the Pub- 
lic Relations Committee, Dr. Eugene B. Maxwell. It is possible that one of the county 
agents may contact the local county medical society direct. The success of this impor- 
tant project depends on the response and cooperation of the individual members of 
the State Medical Association. Let me urge you to assist in making this program a 


success, and when called on to make every effort to participate. 





| The program is in its infancy. To date the response of the membership to Dr. 
Maxwell’s requests have been enthusiastic. An increase in calls for speakers is antici- 
pated in the near future as the program develops. We have an invitation to carry the 


story of American Medicine to a large segment of the population by personal contact. 


Make the most of this opportunity. 
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The Gift of Giving 


Gracious giving partakes of the art of living. 
It is a gift within itself. Certainly it is part and 
parcel of the art of practicing medicine. What 
physician does not know that a kindly word, a bit 
of cheer, a clasp of the hand, a pat.on the shoulder, 
may mean more than riches? The extent to which 
the doctor gives—of self—is in a real sense 
the measure of his professional success. 

As December brings again the season of special 
giving, it is well to reflect that neither talent nor 
money in large amounts is requisite to true giving. 
The many worthy causes need not only our money 
but ourselves. The best present is tied with the 
heart strings; it bespeaks the depth and sincerity 
of emotional response. Too, it is spontaneous giv- 
ing that often proves to be the most successful gift. 

The professional man, the business man, the 
man with a hobby, in fact, every man has gift 
opportunities peculiar to himself. Especially is it 
true of the physician that the door of opportunity 
is wide open in this respect. Daily the practitioner 
of medicine who is true to his calling expends him- 
self wholeheartedly in the pursuit of his profession. 
Now he is further committed, and as never before, 
to the expenditure of self in the forefront of the 
battle to preserve the American way of life. 

The doctor does not need the holiday season 
to remind him that the giving of self knows no 


special days. Every day offers the opportunity 
—to him and to all — to give of self to someone 
who needs the uplift of such giving. It was Emer- 
son who expressed the essence of true giving when 
he wrote, ‘“The only gift is a portion of thyself.” 


December Anniversaries 


DECEMBER 4 AND 25. The first publication 
concerning antitoxins was that of Emil von 
Behring on Dec. 4, 1890, in which he reported his 
experiments in guinea pigs with antitoxins for 
tetanus and diphtheria. On Christmas day, the 
following year, Behring’s diphtheria antitoxin was 
first administered to human beings. It is hardly 
necessary to remark upon the striking change in 
incidence and degree of severity the disease has 
undergone during the sixty years which have 
elapsed since that date. The work takes on even 
more significance when one reflects that even in 
this modern age of chemotherapy and antibiotics, 
no other agent has been found which will ade- 
quately control the disease. 


DECEMBER 10. Josef Skoda of Vienna was 
born on Dec. 10, 1805. He was the son of a 
locksmith of Pilsen in Bohemia, who had no funds 
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Courtesy, Willius: A History of the Heart and the Circula- 
tion, Philadelphia, W. B. Saunders Company. 


for his medical education. Except for the gener- 
osity of a friend, Josef would have abandoned a 
medical career for the monastic habit. When 20 
years of age, he walked to Vienna, a six days’ 
journey by foot, to begin his studies at the Uni- 
versity which he later helped to make world- 
famous. By tutoring in physics and mathematics 
to pay his way, he acquired knowledge in the 
fundamental sciences which later on aided greatly 
in his phenomenal achievements. So proficient 
was he in mathematics that his professor urged 
him to abandon medicine. 


Not long after graduation, he obtained a sub- 
ordinate position in the Allgemeines Krankenhaus. 
When the French minister to Austria lay ill with 
a disease diagnosed by three leading physicians of 
Vienna as hepatic disease, Skoda was called into 
consultation. Young as he was, he made the first 
clinical diagnosis of aneurysm of the abdominal 
aorta, which was confirmed at death soon after- 
ward. It was then that his old professor remarked, 
“Tf I were younger, I’d go to school to you.” 


Impressed by the studies of Auenbrugger on 
percussion and of Laennec on auscultation, he de- 
veloped the inductive method in medicine through 
which conclusions are based on well known physi- 
cal laws rather than on superficial observations 
and guesswork. Above all, he devoted his studies 
to the auscultation of the heart, conducting his 
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bedside investigations with such zeal that his 
patients accused him of “mauling them about.” 
Soon there flocked to his lectures the older profes- 
sors and those from abroad, all eager to learn the 
mysteries of auscultation and percussion. 

In 1839 Skoda published his famous mono- 
graph, “Abhandlung iiber Percussion und Auskul- 
tation,’ which passed through many editions and 
was translated into many languages. It forms the 
scientific basis of modern physical diagnosis. His 
views met with strong opposition in his own 
school, but were brilliantly confirmed through the 
following century and remain today a valuable 
part of the treasure of practical medicine. 

Described as “a man of genius in the rapidity 
and acuity of his observations and in the rigour 
of his criticism,” this skilled diagnostician of 
complicated diseases served for a quarter of a 
century as professor of clinical medicine at his 
alma mater. In 1875, six years before his death, 
he was given appropriate acclaim by all the bodies 
of learned men in Vienna, and a gold medal was 
struck to commemorate the event. 


DECEMBER 11. Robert Koch of G6ttingen 
and Berlin, born on Dec. 11, 1843, shares with 
Pasteur the honor of founding the science of bac- 
teriology. Koch developed the science from the 
medical standpoint while Pasteur was interested in 
the chemical approach. 

Koch’s discovery of the method of isolating 
micro-organisms on solid mediums made the study 
of bacteriology much more practical while his iso- 
lation of the tubercle bacillus and introduction of 
tuberculin established his fame. Most every med- 
ical student today learns to recite Koch’s postu- 
lates. 

Numerous pupils from many countries who 
crowded his clinic, reported Koch to be an inspir- 
ing teacher. He was awarded the Nobel Prize in 
1905. 


DeEcEMBER 15. Philip Syng Physick of Phil- 
adelphia, who was born on July 7, 1768 and died 
on Dec. 15, 1837, is often called the Father of 
American Surgery. After excellent training in 
London and Edinburgh, he began practice in Phil- 
adelphia, where he experienced several lean years 
despite his exceptional training. Conscientious 
service during the severe epidemic of yellow fever 
in 1793, however, brought him renown, and his 
careful surgical technic during that early era 
apparently was responsible for his appointment 
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in 1805 as the first professor of surgery at the 
University of Pennsylvania. Thus he held the 
first chair of surgery in America which was di- 
vorced from the sister subject, anatomy. 


This early American surgeon is credited with 
several surgical innovations. He was the first to 
invent a tonsillotome, and he devised a new iridec- 
tome, a genitourinary operation and the operation 
for artificial anus. He was a pioneer in the use of 
absorbable ligatures and the first after Monro 
(Secundus) to use the stomach pump. His most 
famous operation was the successful removal of 
several hundred stones from the bladder of Chief 
Justice Marshall. His one outstanding error was 
his sincere belief, shared by Benjamin Rush and 
other prominent physicians of that day, that co- 
pious bleeding was beneficial in the treatment of 
disease. 


In manner Dr. Physick was dignified, kindly 
and sometimes melancholy. The precautions he 
took to prevent his being buried alive, or his body 
being stolen for anatomic dissection, apparently 
were the result of an experience the night after the 
funeral of Dr. Rush. A burly Negro is said to 
have rung his door bell and inquired, “Do you 
want Dr. Rush? I will have him at the College 
for you at nine o’clock tomorrow morning for 
twenty dollars.” 





363. Philip Syng Physick, 
“the Father of American Surgery.” 
(From the original portrait by Sully 
at the UNIVERSITY OF PENNSYLVANIA.) 


Legion Survey of Health Resources 


Secretaries of state and county medical soci- 
eties are requested to cooperate with representa- 
tives of the National Rehabilitation Commission of 
The American Legion, which is currently conduct- 
ing a national survey of “hospital beds for veterans 
and health resources.” Basic studies for this sur- 
vey have already been completed in several states, 
and Legion representatives are now engaged in col- 
lecting pertinent facts and figures throughout the 
country. Dr. Leonard G. Roundtree, chief medical 
advisor for the Legion, has given assurance that “all 
reports before release will be passed on for review 
to the American Medical Association, its state soci- 
eties, and the Veterans Administration and its de- 
partments.” 

This national survey is being carried out in 
compliance with a resolution passed by the Legion 
in November 1950, which called for a survey of 
“facts and figures on veterans hospitalization 
needs, additional hospital beds, medical man- 
power shortage and medical teaching institutions 
throughout the country.” 

“The American Legion strongly advocates,” 
the resolution also stated, “that medical schools of 
this country produce more doctors without sacri- 
fice of quality; expansion within the existing 
schools of medicine to maximum capacity com- 
patible to efficiency; expansion of courses to four 
years wherever possible, and creation of new medi- 
cal schools sponsored by colleges or universities 
where needed and where proper support is assured.” 


Frozen Orange Juice Concentrate 


Reflecting the changing food habits of a 
nutrition-conscious public, the increased consump- 
tion of orange juice in both the fresh and frozen 
forms is of particular interest in Florida. Although 
it was introduced only four years ago, frozen 
concentrated orange juice now accounts for some 
35 per cent of all frozen food sales, exclusive of 
ice cream. This finding of the Council on Foods 
and Nutrition of the American Medical Associa- 
tion led it to consider this product of sufficient 
public health importance to warrant a report.! 

The Council concluded that frozen concen- 
trated orange juice made from properly selected 
and prepared fruit is a dependable source of 
vitamin C and that it may be useful in the diets 
of persons of all ages. In fact, its report states, 
it is reliably estimated that approximately 98 per 
cent of the vitamin C content of the fresh fruit may 
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be retained in the frozen concentrated juice when 
modern acceptable methods are used. Also, when 
it is held in storage at the freezing point or below, 
there is practically no loss of vitamin C. The 
flavor, too, in general is excellent, and although 
the color may vary appreciably, the variation has 
no effect on the vitamin C content. 

Evidence submitted to the Council indicates 
that concentrated frozen orange juice may be used 
in all instances wherein there is need for main- 
taining or increasing the daily intake of vitamin 
C. It may, indeed, be considered as “the nutritive 
equal of fresh orange juice.” It will thus meet 
the need for vitamin C intake in the diets of all 
persons, including infants. 

Among the important studies of citrus products 
currently being reported in the literature, one by 
Krehl and Cowgill? from the Yale Nutrition Lab- 
oratory recently established that biotin, folic acid, 
and pyridoxine are present in fresh and processed 
citrus juices in limited amounts in terms of prac- 
tical nutritional significance. These investigators 
found, however, that ascorbic acid, as might be ex- 
pected, was present in significant amounts in 
samples withdrawn from a_ pooled composite 
sample representing a large number of boxes of 
citrus fruit in seventeen Florida citrus processing 
plants, and that the large amount of inositol pres- 
ent in the citrus products examined makes them 
a rich natural source of this vitamin. 


1. Council on Foods and Nutrition: Frozen Orange Juice Con- 
centrate, J. A. M. A. 146:35 (May 5) 1951. 

2. Krehl, W. A., and ( ‘owgill, G. R.: Vitamin Content of Citrus 
Products, Food Research 15 :179- 191 (May-June) 1950. 


Medical Service to Military Personnel 
Abroad 


Recently, ‘“Today’s Health” carried an interest- 
ing account by Dr. Elmer L. Henderson, immediate 
past president of the American Medical Associa- 
tion, of his trip to the Far East and to Europe as a 
consultant to the United States Air Force. He 
found the soldiers everywhere abroad receiving 
excellent medical attention. 

Dr. Henderson was particularly impressed by 
his observation that “none of the hospitals is over- 
staffed as they were during the last war.’ He 
talked with many physicians in both theaters and 
found them satisfied that they are doing “a worth- 
while job.” It was plain to him that the situation, 


so far as morale of medical personnel is concerned, 
is much improved over World War II. 

At Wiesbaden, Germany, known as the “Air 
Force Capital of Europe,” 


Dr. Henderson found 
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the hospital providing medical aid and hospitaliza- 
tion for a sizeable community of dependents of 
military personnel in addition to members of the 
Army, Air Force and Navy. It also serves squad- 
rons and camps all over Europe. 

From that strategic medical center he brought 
back a message from a Florida physician. “At the 
Wiesbaden hospital,’ writes Dr. Henderson, ‘| 
talked with Ist Lt. Frank D. Howard, 26-year-old 
physician from Leesburg, Fla., who was called to 
active duty last January. Lt. Howard, who gradu- 
ated from the University of Tennessee Medical 
School and took his training at Lloyd Nolan Hos- 
pital at Fairfield, Ala., arrived at Wiesbaden last 
February. Most of his work is in the field of 
urology. 

‘‘T have been pleasantly surprised with the 
type of assignment here,’ Lt. Howard told me, add- 
ing that he felt the Air Force had been very 
thoughtful of ‘my professional desires within the 
limits of medical activity possible, considering the 
ages in the service.’ ” 


American Laryngological, Rhinological and 
Otological Society Southern Section Meeting 


The Southern Section of the American Laryn- 
gological, Rhinological and Otological Society will 
meet in Atlanta, Ga., at the Academy of Medicine 
on Monday, Jan. 14, 1952. This will be a one 
day meeting, and there will be six speakers, each of 
whom is pre-eminent in his field: 

Dr. John E. Bordley, Baltimore, “The Problem 
of the Preschool Deaf Child: The Otologist’s Rol 
in Diagnosing His Deafness and Supervising Hi: 
Rehabilitation; Dr. Samuel L. Fox, Baltimore 
“Bleeding Following Tonsillectomy;” Dr. V. K 
Hart and Dr. William Pitts (neurosurgeon, by in 
vitation), Charlotte, N. C., “The Diagnosis anc 
Treatment of Acute Subdural Abscess Secondary) 


to Frontal Sinusitis;” Julius W. McCall 
Cleveland, “Cancer of the Larnyx;” Dr. Harry 
Rosenwasser, New York, “Glomus Jugularis 


Tumor of the Middle Ear” (author of the firs‘ 
clinical article on this subject); and Dr. Josep! 
A. Sullivan, Toronto, Canada, “Recent Advance: 
in the Treatment of Facial Paralysis and Bell’: 
Palsy.” 

All members of the medical profession are cor- 
dially invited to this meeting. There is no regis- 
tration fee. 
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Midwinter Seminar in Ophthalmology and 
Otolaryngology 


The sixth annual University of Florida Mid- 
winter Seminar in Ophthalmology and Otolaryn- 
gology will convene on Jan. 14, 1952 and continue 
through January 19. As in previous years, Miami 
Beach will be the host city, and this year the Sans 
Souci Hotel will be headquarters. 


The lectures on Ophthalmology will be pre- 
sented on January 14, 15 and 16; those on Oto- 
laryngology on January 17, 18 and 19. Lecturers 
for the courses in Ophthalmology will include such 
distinguished medical teachers as Dr. Alson E. 
Braley, Iowa City, Iowa; Dr. John M. McLean, 
New York City; Dr. Wendell Hughes, Hempstead, 
N. Y.; Dr. Irving H. Leopold, Philadelphia, and 
Dr. Bruce Fralick, Ann Arbor, Mich. Outstand- 
ing Otolaryngologists who will lecture include Dr. 
Fred W. Dixon, Cleveland; Dr. Thomas D. Gallo- 
way, Evanston, Ill.; Dr. Anderson G. Hilding, 
Duluth, Minn.; Dr. Moses H. Lurie, Boston, and 
Dr. Henry L. Williams, Rochester, Minn. 


On Wednesday evening, January 16, all regis- 
trants are cordially invited to attend the Mid- 
winter Convention of the Florida Society of 
Ophthalmology and Otolaryngology, which meets 
concurrently with the Seminar. Distinguished 
speakers will address this gathering. 


The Southern Section of the American Laryn- 
gological, Rhinological and Otological Society will 
meet on Monday, January 14, in Atlanta, Ga. The 
Pan-American Congress of Oto-Rhino-Laryngology 
ind Broncho-Esophagoly planned its meeting in 
Havana the week following the Seminar.. Regis- 
trants of the Seminar may desire to attend these 
meetings also. 


Dr. Cline Speaks in Miami 


Dr. John W. Cline of San Francisco, president 
f the American Medical Association, spent a busy 
veekend in Miami the first week in October. He 
vas the principal speaker at the second annual 
neeting of the Florida Medical Committee for 
setter Government, which was attended by sev- 
ral hundred Florida physicians and their wives. 
‘his pioneer organization, like similar groups in 
alifornia, Maryland and a few other states, 
inctions apart from any organized county, state 

national medical society, is entirely non- 
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partisan and nonprofit, and seeks to promote more 
interest and participation in government on the 
part of physicians. 

In a public address in Miami’s Bayfront Park 
auditorium on October 7, Dr. Cline discussed 
“American Medicine Accents the Positive.” He 
declared that government control over the Ameri- 
can medical system, in one form or another, again 
probably will become a live political issue in 1952. 
“And once again,” he commented, “it will be only 
one manifestation of the broad issue of state 
socialism.” He warned that “government-con- 
trolled medicine would be only the first big step 
toward destruction of the American system of free 
enterprise, the first big feather in the cap of the 
socializers.” Also, he promised that “the doctors 
of America will be vigilant, ready and active,” 
adding, “And I hope and believe that the entire 
American public, regardless of party affiliations, 
will be likewise.” 

At a luncheen meeting of the committee, he 
stressed the importance of good public relations. 
Publicly and privately, in addresses and in con- 
ferences with the press and medical groups, he set 
forth clearly that “the ultimate objective of the 
American Medical Association is to make low cost, 
adequate protection available on a sound medical 
and financial basis to every American who needs it 
and wishes it.” 


Medical District Meetings, 1951 


Association members had an opportunity at the 
four medical district meetings October 22-26 to 
meet their state officers and learn from them 
about important state level activities. At the same 
time those attending were treated to two informa- 
tional scientific papers at each meeting. 

Dr. William C. Roberts, chairman of the 
Council, presided at both the scientific assembly 
and the general session of each of the four meet- 
ings. In each instance he was ably assisted by 
councilors from the respective districts. All eight 
councilors were in attendance, but Dr. Eugene L. 
Jewett, councilor of District 3, was prevented from 
presiding by an emergency call. 

Dr. David R. Murphey, Jr., President, in- 
spiringly addressed each of the groups on the 
“American Medical Education Foundation.” 

Dr. Samuel M. Day, Secretary-Treasurer, se- 
lected “Blue Shield” as his subject and ably de- 
scribed the current status of this offspring of the 
Association. 
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Dr. Shaler Richardson, Editor of the Journal, 
explained the various activities necessary to pro- 
duce a scientific journal which compares favor- 
ably with others in its field. 

At each of the meetings, Dr. J. Rocher 
Chappell, Chairman of the State Committee on 
Advisory to Selective Service for Physicians and 
Allied Specialists, reviewed current information on 
this subject. Dr. Chappell emphasized that all 
such committees, whether on state or county level, 
had received confirmation by the Federal govern- 
ment and therefore proposed changes in personnel 
must be submitted to the proper authorities 
through approved channels. 

Dr. Eugene B. Maxwell, Chairman of the 
Association’s Committee on Public Relations, out- 
lined the program formulated by his committee. 
Dr. Maxwell explained that processing the pro- 
gram is facilitated greatly by assistance from the 
Bureau of Public Relations. Dr. Maxwell’s talk 
was presented immediately following the dinner in 
the evening. Jointly appearing with Dr. Maxwell 
at the Pensacola, Bradenton-Sarasota and Vero 
Beach meetings was Mrs. James L. Anderson, 
chairman of the Public Relations committee of the 
Woman’s Auxiliary to the Florida Medical Asso- 
ciation. At the Orlando meeting this spot on the 
evening program was filled by Mrs. C. Robert 
DeArmas, President of the Auxiliary. 


Northwest Medical District —A 


October 22 — Pensacola 

Dr. Benjamin J. Wilkinson, councilor of Dis- 
trict 2, presided with Dr. Roberts at the scientific 
assembly, with Dr. Arthur J. Butt, councilor of 
District 1, assisting at the general session. 

Dr. Lee Sharp, president of the Escambia 
County Medical Society, welcomed members and 
guests as the meeting opened at 2:30 p.m. 

Immediately following, Dr. Joseph W. Douglas 
of Pensacola presented a paper on “Gynecological 
Causes of Pelvic Pain.” Dr. William F. Humph- 
reys, Jr., of Panama City then spoke on ““Common 
Pediatric Emergencies.’ A general discussion 
followed the reading of the papers. 

Panama City was selected as the meeting place 
for 1952. 

Officers and Committeemen of the State Asso- 
ciation presented short talks on matters of concern 
to all members of the Association. In addition to 
the talks referred to above which were given at all 
four meetings, Dr. Julius C. Davis of Quincy spoke 
on behalf of gifts to the American Medical Educa- 
tion Foundation. Dr. George W. Morse of Pensa- 
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cola discussed the Cancer Council; Dr. Joseph W. 
Douglas of Pensacola, Maternal and Child Wel- 
fare: and Dr. Francis T. Holland of Tallahassee 
urged doctors to join the Florida Medical Com- 
mittee for Better Government and explained that 
this is not a committee of the Florida Medical As- 
sociation. “It is entirely non-profit and non- 
partisan. It is permanent and _ state-wide in 
scope, organized completely independent of or- 
ganized medicine at national, state and county 
levels. It is open for membership to every licensed 
doctor of medicine (M.D.) in the state of Florida.’ 

Refreshments and dinner were served by the 
host society with Dr. William C. Roberts of Pan- 
ama City acting as toastmaster. 

The total registered was 76, of which 49 were 
Association members (frem A district, 41), 2 
visitors and 25 Woman’s Auxiliary. State Asso- 
ciation officers present were: David R. Murphey, 
Jr., president; Robert B. McIver, president-elect; 
Samuel M. Day, secretary-treasurer and Stewart G. 
Thompson, managing director. Committee chair- 
men present were: Eugene B. Maxwell, Public 
Relations; J. Rocher Chappell, Advisory to Selec- 
tive Service for Physicians and Allied Specialists; 
Julius C. Davis, Medical Education and Hospitals; 
Alvin L. Stebbins, Tuberculosis and _ Public 
Health; Egbert V. Anderson, Child Health: 
Walter C. Payne, Grievance; William C. Roberts, 
chairman of Council; Arthur J. Butt, councilor of 
District 1 and Benjamin C. Wilkinson, councilor 
of District 2. Past presidents of the Florida Medi- 
cal Association in attendance included Julius C 
Davis, Walter C. Payne, Herbert L. Bryans and 
Shaler Richardson. 


Registration 


CANTONMENT: Stanley G. Childers. JACKSON 
VILLE: Samuel M. Day, Robert B. Mclver, Shale 
Richardson, Wilson T. Sowder, Stewart Thompson 
MARIANNA: Francis M. Watson. ORLANDO: J 
Rocher Chappell. PANAMA CITY: William F. Humph 
reys, Jr., William C. Roberts. PENSACOLA: Allen M 
Ames, Egbert V. Anderson, Bernard M. Barrett, Pasca 
G. Batson, Jr., Alan E. Bell, John D. Bell, Arthur J 
Butt, Herbert L. Bryans, Joseph W. Douglas, Charles W 
Duval, Harry B. Haisfield, Henry O. Heath, William P 
Hixon, Frank B. Hodnette, Alpheus T. Kennedy, Sidne 
G. Kennedy, Jr., Mozart A. Lischkoff, John J. McGuire 
John C. McSween, Jr., Noel C. Mellen, George W. Morse 
Walter C. Payne, Samuel B. D. Rhea, Nathan S. Rubin 
Lee Sharp, Mary R. S. Stauffer, Alvin L. Stebbins, Rosa L 
Sullivay, Carol C. Webb, Alvyn W. White, Edward T 
White, Jr., William L. Williams, Dale E. York. PORT ST 
JOE: John W. Hendrix. QUINCY: Julius C. Davis 
TALLAHASSEE: Francis T. Holland, Benjamin A. Wil 
kinson. TAMPA: Eugene B. Maxwell, David R 
Murphey, Jr. 
j VISITING DOCTORS—CHIPLEY: Frederick B 
ones. 

_ OTHER GUESTS — JACKSONVILLE: Mr. Tom Jar- 
vis. 
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Southwest Medical District — C 


October 24 — Bradenton-Sarasota 


Dr. Hugh G. Reaves, councilor of District 5, 
assisted Dr. Roberts in presiding at the scientific 
assembly; and Dr. Leldon W. Martin, councilor of 
District 6, presided with Dr. Roberts at the gen- 
eral session. 

Dr. Sherrell D. Patton, president of the Sara- 
sota County Medical Society, welcomed the mem- 
bers and guests. 

Dr. Donald W. Hedrick of Tampa opened the 
scientific program with his papers on “Manage- 
ment of Acute Extremity Injuries” and “Preven- 
tive Orthopedics in the Teen Ages.’’ Dr. Eugene 
D. Liddy, Jr., of Sarasota spoke on “Pitfalls in 
Modern Therapy.” A discussion followed. 

At the general session, St. Petersburg was des- 
ignated as the meeting place for 1952. 

Addresses of statewide interest were presented 
by Officers and Committeemen of the State Asso- 
ciation. Dr. Chadbourne A. Andrews of Tampa, a 
member of the Council of the Southern Medical 
Association, gave a short talk. Dr. Hugh G. 
Reaves of Sarasota discussed the Cancer Council, 
and Dr. Francis H. Langley of St. Petersburg 
urged doctors to join the Florida Medical Com- 
mittee for Better Government and explained that 
this is not a committee of the Florida Medical 
Association. “It is entirely non-profit and non- 
partisan. It is permanent and state-wide in scope, 
organized completely independent of organized 
medicine at national, state and county levels. It is 
open fer membership to every licensed doctor of 
medicine (M.D.) in the state of Florida.” 

Refreshments and dinner were served by the 
host societies, with Dr. Joseph Halton of Sarasota 
acting as toastmaster. 

The total registration was 125, of which 77 
were Association members (from C district, 70), 
10 visitors and 38 Woman’s Auxiliary. State As- 
sociation officers present were: David R. Mur- 
phey, Jr., president; Robert B. McIver, president- 
elect; Samuel M. Day, secretary-treasurer; Shaler 
Richardson, editor of The Journal and Stewart 
Thompson, managing director. Committee chair- 
men present were: Eugene B. Maxwell, Public 
Relations; J. Rocher Chappell, Advisory to Selec- 
tive Service for Physicians and Allied Specialists; 
loseph Halton, Necrology; William C. Roberts, 
hairman of Council; Hugh G. Reaves, councilor 
if District 5 and Leldon W. Martin, councilor of 
district 6. A past president of the Florida Medical 
\ssociation in attendance was Shaler Richardson. 
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Registration 


ARCADIA: Henry P. Bevis, Gordon H. McSwain. 
BARTOW: Milo H. Holden. BRADENTON: Lowrie W. 
Blake, John E. Granade, Willis W. Harris, Roderic O. 
Jones, Millard P. Quillian, William D. Sugg, Binford 
Throne, Marjorie L. Warner, Willett E. Wentzel. CLEAR- 
WATER: Percy H. Guinand, William G. Mason. DUNE- 
DIN: John A. Mease, Jr., Walter H. Winchester. FT. 
MYERS: William H. Grace, H. Quillian Jones, Joseph L. 
Selden, Jr. JACKSONVILLE: Samuel M. Day, Robert B. 
McIver, Shaler Richardson, Wilson T. Sowder, Stewart 
Thompson. MANATEE: Blake M. Lancaster. OR- 
LANDO: J. Rocher Chappell. PAHOKEE: Chas. E. Creel. 
PANAMA CITY: William C. Roberts. PLANT CITY: 
Madison R. Pope. PUNTA GORDA: Walter B. Clement. 
ST. PETERSBURG: William M. Davis, James L. Gouaux, 
Francis H. Langley, Harrison G. Palmer, John P. Rowell, 
Benjamin H. Sullivan, Paul F. Wallace. SARASOTA: 
Thomas C. Garrett, Joseph Halton, J. Edward Harris, 
Harold T. Lawler, Eugene D. Liddy, Jr., A. Lamar Mat- 
thews, Jr., A. George Meister, Arthur O. Morton, John C. 
Patterson, Sherrel D. Patton, Robert O. Pitts, Hugh G. 
Reaves, Karl R. Rolls, Melvin M. Simmons, Walker E. 
Swift, Thomas W. Taylor, Theodore M. Trousdale, Mil- 
lard B. White, Reaves A. Wilson, Thomas R. Young, Jr. 
SEBRING: Leldon W. Martin, Zaven M. Seron. TAMPA: 
Chadbourne A. Andrews, Ernest R. Bourkard, Leffie M. 
Carlton, Jr., Herschel G. Cole, J. Brown Farrior, Chas. 
McC. Gray, H. Phillip Hampton, Donald W. Hedrick, Eu- 
gene B. Maxwell, David R. Murphey, Jr., Wade C. Myers, 
Jr., Robert H. Owrey, Hawley H. Seiler, Burdette Smith, 
Marshall E. Smith, Elbert J. Soskis, William W. Trice, Jr., 
Wesley W. Wilson. 

VISITING DOCTORS — BRADENTON: S. J. Hillis. 
DUNEDIN: James O. Norton. JACKSONVILLE: Knox 
E. Miller. MANATEE: Frederick N. Williams. SARA- 
SOTA: Harry E. Sharrer. TAMPA: Rosalind E. Ebers- 
bach, J. M. Ingram, Jr., Thomas E. McKell, George J. 
Suarez. 

OTHER GUESTS — JACKSONVILLE: Mr. Tom Jar- 
vis. 

Southeast Medical District — D 
October 25— Vero Beach 

Presiding with Dr. Roberts at the scientific 
assembly was Dr. Donald W. Smith, councilor of 
District 8. Dr. Adrian M. Sample, councilor of 
District 7, assisted Dr. Roberts in presiding at the 
general session. 

Members and guests were welcomed by Dr. 
Erasmus B. Hardee, president of the Indian River 
County Medical Society. 

Dr. Marvin G. Flannery of Miami presented a 
scientific paper on “Surgical Treatment of Ulcera- 
tive Colitis.” Dr. Scottie J. Wilson of Fort Lauder- 
dale then spoke on “The Hazards of Hormone 
Therapy.” Discussion of the papers followed. 

Fort Pierce was chosen as the meeting place for 
1952. 

Officers and Committeemen of the State As- 
sociation presented talks of interest to all members. 
Dr. Wilson T. Sowder of Jacksonville made a few 
remarks. 

Refreshments and dinner were served by the 
host society with Dr. Erasmus B. Hardee of Vero 
Beach as toastmaster. 








The total registration was 72, of which 39 were 
Association members (from D district, 30), 6 visi- 
tors and 27 Woman’s Auxiliary. State Association 
officers present were: David R. Murphey, Jr., 
president; Robert B. Mclver, president-elect; 
Samuel M. Day, secretary-treasurer; Shaler Rich- 
ardson, editor of The Journal and Stewart 
Thompson, managing director. Committee chair- 
men present were: Eugene B. Maxwell, Public Re- 
lations; J. Rocher Chappell, Advisory to Selective 
Service for Physicians and Allied Specialists; John 
D. Milton, Board of Governor’s sub-committee on 
the Review of Fee Schedules; William C. Roberts, 
chairman of Council; Adrian M. Sample, councilor 
of District 7 and Donald W. Smith, councilor of 
District 8. Past presidents of the Florida Medical 
Association in attendance were Homer L. Pearson, 
Jr. and Shaler Richardson. 


Registration 


DANIA: Fred E. Brammer. FT. LAUDERDALE: 
William A. Exum, M. Austin Lovejoy, Scottie J. Wilson. 
FT. PIERCE: Henry E. Branca, Hugh B. Goodwin, Jr., 
Francis A. Gowdy, John T. McDermid, Adrian M. Sam- 
ple. JACKSONVILLE: Samuel M. Day, Robert B. Mc- 
Iver, Shaler Richardson, Wilson T. Sowder, Stewart 
Thompson. MIAMI: Reuben B. Chrisman, Jr., Joseph 
H. Crawley, Marvin G. Flannery, Carlos P. Lamar, John 
D. Milton, Homer L. Pearson, Jr., Donald W. Smith, 
George Williams, Jr. OKEECHOBEE: Leon S. Eisenman. 
ORLANDO: J. Rocher Chappell. PALM BEACH: Rus- 
sell D. D. Hoover. PANAMA CITY: William C. Roberts. 
STUART: Julian D. Parker. TAMPA: Eugene B. Max- 
well, David R. Murphey, Jr. VERO BEACH: William 
L. Fitts, 3rd, John P. Gifford, Erasmus B. Hardee, P. T. 
McClellan, James C. Robertson. WEST PALM BEACH: 
Charles McD. Harris, Jr., Lloyd J. Netto, S. Richard 
Ombres, Ralph M. Overstreet, Jr.. Murray D. Sigman. 

VISITING DOCTORS — HOLLYWOOD: Ben Rosner. 
VERO BEACH: John E. Burt, Kip G. Kelso, Leo Sheiber. 
WEST PALM BEACH: Richard M. Irwin. 

OTHER GUESTS — JACKSONVILLE: Mr. Tom Jar- 
vis. 


Northeast Medical District — B 
October 26 — Orlando 


The meeting was held at the Orange Court Ho- 
tel with Dr. Eugene G. Peek, Jr., councilor of 
District 3, presiding with Dr. Roberts. 

At 2:30 p.m., members and guests were wel- 
comed by Dr. Fred Mathers, president of the 
Orange County Medical Society. 

The scientific program was opened by Dr. Her- 
bert A. King of Daytona Beach who presented a 
paper on “Common Hematological Problems and 
Their Interest.” Dr. John J. Cheleden of Ocala 
spoke on “Proctologic Problems of Interest to the 
General Practitioner.” The floor was opened for 
discussion of the papers. 

At the general session, Daytona Beach was se- 
lected as the meeting place for 1952. 
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Short talks of statewide interest were presented 
by Officers and Committeemen of the State Asso- 
ciation. Dr. Ashbel C. Williams of Jacksonville 
spoke on the Cancer Council, and Dr. Dorothy D. 
Brame discussed Maternal and Child Welfare. 

Refreshments and an outdoor barbecue were 
provided by the host society. 

The total registration was 106, of which 88 
were Association members (from B district, 85), 
14 visitors and 4 Woman’s Auxiliary. State As- 
sociation officers present were: David R. Mur- 
phey, Jr., president; Robert B. McIver, president- 
elect; Samuel M. Day, secretary-treasurer; Shaler 
Richardson, editor of The Journal and Stewart 
Thompson, managing director. Committee Chair- 
men present were: Eugene B. Maxwell, Public Re- 
lations; J. Rocher Chappell, Advisory to Selective 
Service for Physicians and Allied Specialists; Eu- 
gene G. Peek, Sr., Legislation and Public Policy; 
C. Robert DeArmas, Advisory to Woman’s Auxili- 
ary; William C. Roberts, chairman of Council; 
Eugene G. Peek, Jr., councilor of District 3 and 
Eugene L. Jewett, councilor of District 4. Past 
presidents of the Florida Medical Association in 
attendance included Eugene G. Peek, Sr., John S. 
McEwan, Herbert E. White, Shaler Richardson, 
and William C. Thomas, Sr. 


Registration 

APOPKA: Thomas E. McBride. COCOA: A. F 
Thomas. DAYTONA BEACH: James W. Clower, Jr., C 
Robert DeArmas, David W. Goddard, Herbert A. King 
Alphonsus M. McCarthy, George H. McSwain, James D 
Moffett, Jr., Achille A. Monaco, Norman E. Williams 
DELAND: Lancaster C. Starke (col.). EUSTIS: Mat- 
thew Arnow, R. H. Williams. GAINESVILLE: Edwin 
H. Andrews, Henry H. Graham, John E. Maines, Jr. 
William C. Thomas, Sr. HOLLY HILL: Frank A. Sica 
JACKSONVILLE: George A. Dame, Samuel M. Day, 
James G. Lyerly, Robert B. McIver, Thaddeus M. Mose- 
ley, III, Shaler Richardson, Wilson T. Sowder, Stewart 
Thompson, Edward C. Watt, Ashbel C. Williams. LEES 
BURG: George E. Engelhard, Marion B. O’Kelley, H 
Durham Young, Jr. MELBOURNE: Arthur C. Tedford 
MOUNT DORA: Glendy G. Sadler. OCALA: William H 
Anderson, Jr., John J. Cheleden, Carl S. Lytle, Eugen: 
G. Peek, Sr., Eugene G. Peek, Jr., William H. Turnley 
ORLANDO: Clarence Bernstein, Frank C. Bone, Doroth 
D. Brame, Thomas C. Butt, Robert A. Broome, Jr., Mario 
S. Brown, J. Rocher Chappell, Benjamin M. Cole, Chas. J 
Collins, Norman F. Coulter, Robert W. Curry, Leland H 
Dame, Horace A. Day, Russell V. Douglas, Elwyn Evans, L 
Paul Foster, Frank D. Gray, I. Sylvester Hankins (col.) 
Robert P. Henderson, Eugene L. Jewett, Hewitt Johnston 
Morris H. R. Lukens, Duncan T. McEwan, John S. Mc 
Ewan, J. William Martin, Fred Mathers, Alexander P 
Maybarduk, John P. Michaels, William S. Mitchell, Robert 
G. Neill, Don C. Robertson, W. Dean Steward, Robert L 
Tolle, A. Fred Turner, Jr., Robert W. Young. PALATKA 
Grover C. Collins. PANAMA CITY: William C. Rob- 
erts. ST. AUGUSTINE: Herbert E. White. ST. CLOUD 
James C. Rinaman. SANFORD: Orville L. Barks, Edwin 
Epstein, Thomas F. McDaniel, Charles L. Park, Harry Z 
Silsby, George H. Starke (col.). TAMPA: Eugene B 
Maxwell, David R. Murphey, Jr. WINTER GARDEN: 
Albert H. Gleason. 
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VISITING DOCTORS— DAYTONA BEACH: Y. 
O’Donnell. JACKSONVILLE: H. L. Brie, Knox E. Miller, 
Charles H. Parent. MAITLAND: Fred L. Adair. OR- 
LANDO: Rex M. Bleakney, Richard C. Hartsfield, Ian 
MacDonald, James D. Moody, R. A. J. Morby, John E. 
otartzman. 

CALIFORNIA — SAN DIEGO: Gordon D. Skeoch. 

HAWAII — HONOLULU: William H. Wynn. 

OTHER GUESTS — JACKSONVILLE: Mr. Tom Jar- 


vis. 





YOUR BLUE SHIELD | 





Blue Shield-Blue Cross Non-Group 
Enrolment 


Since so many Blue Shield physicians have ex- 
pressed interest in the new non-group enrolment 
program, undoubtedly they will be interested in 
the results of the first announcement to the general 
public. 

The announcement to the public was made in 
the second week of October through ads placed in 
eight newspapers in metropolitan areas in the 
State. The response to this first announcement 
exceeded all expectations. 

Included in the ad was a coupon to be sent to 
Blue Shield-Blue Cross for a non-group applica- 
tion form and complete details about enroling. 
Within two weeks time and from only eight news- 
paper ads, 5,370 coupons had been received. All 
requests were prompily filled and 8 per cent of all 
applications sent out were returned within two 
weeks. 

Response to the announcement was greater in 
the more densely populated areas of the state. You 
might be interested in a break-down of the number 
of inquiries and requests received by city during 
the first two weeks following the announcement. 


Cities Requests Received 
Miami 1,336 
Orlando 708 
Jacksonville 467 
St. Petersburg 317 
Tampa 248 


The second, or follow-up ad, also was run in 
eight daily newspapers during the second week of 
November, however, at the time of the writing of 
this article the response was not known. 

In addition to requests received from the news- 
paper advertisement, inquiries and requests for ap- 
lications and literature have poured in from all 
varts of the State after distribution of non-group 
nquiry forms by Blue Shield physicians and Blue 
‘ross hospitals. Blue Shield physicians have been 
nost active and cooperative in promoting this new 
nrolment program. 
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Additional supplies of non-group material will 
be sent to any Blue Shield physician upon request 
addressed to Blue Shield-Blue Cross, 532 River- 
side Avenue, Jacksonville, Florida. 





| BIRTHS AND DEATHS 
Births 


Dr. and Mrs. Samuel R. Lamb of Jacksonville an- 
nounce the birth of a daughter, Kathleen Elizabeth, on 
October 10. 

Dr. and Mrs. Julian M. DuRant of Madison announce 
the birth of a son, Frank Harrison, on October 17. 





Deaths — Members 


Chiles, Joseph H., Orlando Aug. 6, 1951 
Turberville, Joe I., Century Oct. 20, 1951 


Turberville, John K., Century Nov. 1, 1951 
Deaths — Other Doctors 

Page, Landrum J., Fayetteville, N. C. July 6, 1944 

Thach, Andrew B., Nashville, Tenn. July 27, 1951 

Hoffman, Clifford W., Lake City Oct. 2, 1951 

Tompkins, Raymond D., Sebring Recently 





NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county med- 
ical societies. 

Brown, Robert J., Jacksonville 

Cassiday, Francis P., Pensacola 

Chaplin, Charles G., Jacksonville 

Davis, Joseph B., Daytona Beach 

Douglas, Robert H., Tampa 

Ebersbach, Rosalind E., Tampa 

English, Alvin Q., Palmetto 

Forthman, Wm. H., Miami 

Frame, Eugene M., Jacksonville 

Franklin, Ben T., Sr., Jacksonville 

Gillespie, Elmer H., Clearwater 

Howell, L. M., Jacksonville 

Hutchison, William C., Miami 

Kaminski, Bernard A., Miami 

McDowell, Richard W., Jacksonville 

Moseley, Thaddeus M., III, Jacksonville 

Morse, Seymour, Jacksonville 

Nevel, Harry A., Jacksonville 

Nixon, Donald H., Miami 

Pate, Julien C., Jr., Tampa 

Ritch, Thomas G., Jacksonville 

Skinner, Richard G., Jr., Jacksonville 

Stubbs, George M., Jacksonville 

Toto, Lawrence A., Miami Shores 

Wallace, Paul F., St. Petersburg 
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ll STATE NEWS ITEMS 





Mr. Norman J. Ulbright of University City, 
Mo., will assume the post of Acting Supervisor of 
the Florida Medical Association Bureau of Public 
Relations on January 1. A special committee 
appointed by the Board of Governors reviewed ap- 
plications and selected Mr. Ulbright. He comes 
to the Bureau from ten years service as public 
relations director of Optimist International, with 
headquarters in St. Louis. 

A graduate of the University of Missouri 
School of Journalism, the new Acting Supervisor 
has impressive experience in the organization and 
administration of civic clubs, conferences of local 
and national scope, and seminar training programs. 
He has planned national and regional publicity 
campaigns and has had opportunity to work closely 
with the press, radio and other news disseminating 
mediums, 


P24 


Dr. Lorenzo L. Parks of Jacksonville, Direct- 
or of the Bureau of Preventable Diseases of the 
Florida State Board of Health, submits the follow- 
ing information: 

“Anthrax Cases in Broward County. 

“Two human cases have been reported to the 
State Board of Health from this area. There have 
been over one hundred and thirty (130) cattle to 
die as a result of this disease. The State Veterin- 
arian and his staff have quarantined this area for 
cattle and are immunizing them. 

“Mention is made of this disease because it 
has been over ten years since a human case has 
been reported in Florida. The two cases so far 
reported have been of the skin type. A review 
of the current literature has been made by the 
State Board of Health and copies of this review 
are available upon request to the State Board of 
Health, Bureau of Preventable Diseases, P. O. Box 
210, Jacksonville.” 


P24 


Drs. Jack Q. Cleveland of Coral Gables, presi- 
dent of the Dade County Medical Association, and 
Turner E. Cato of Miami, director of the Dade 
County Health Department, delivered welcoming 
addresses at the 23rd annual convention of the 
Florida Public Health Association in Miami. 


Dr. David R. Murphey, Jr., of Tampa, presi- 
dent of the Florida Medical Association, reviewed 
the growth and accomplishments of blood banks 
in Florida at the ninth anniversary meeting of the 
Jacksonville Blood Bank on October 11. 

4 

Dr. Charles K. Donegan of St. Petersburg 
spoke on November 3 at the meeting of the Florida 
Association of Broadcasters in St. Petersburg. 

vw 

Dr. John F. Lovejoy of Jacksonville was re- 
cently installed as president of the North Florida 
Council, Boy Scouts of America. 

oa 

Dr. R. Wynn S. Owen of St. Petersburg has 
recently returned to his practice after a two- 
months absence during which he attended clinics 
in Indianapolis, Detroit and Cleveland. 

Sw 

Dr. Norman E. Williams of Daytona Beach 
was a guest speaker recently at a meeting of the 
Florida State Association of Nurse Anesthetists 
in Daytona Beach. 

sw 

Dr. Herschel G. Cole of Tampa was guest 
speaker on a recent Parent-Teachers Association 
radio program on radio station WDAE, Tampa. 
His subject was, “Safeguarding Your Child Under 
Atomic Attack.” 

a 

Dr. Donald C. Hartwell of Avon Park spoke 

on X-ray at a local Rotary meeting on October 3. 
P24 

Dr. Solomon D. Klotz of Orlando has returned 
to his practice after attending a cardiovascular 
symposium at the New York Academy of Medi- 
cine. 

aw 

Drs. Cornelius A. Bird and Ashbel C. Williams 
of Jacksonville were guest speakers at a recent 
meeting of the 8th Judicial Circuit Bar Association 
in Gainesville. They were presented by Dr. James 
M. McClamroch, president of the Alachua County 
Medical Society. 


P24 
Dr. Mark E. Adams, formerly of Jacksonville, 
announces the opening of his offices in Perry. 
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Dr. Elmer E. Leitner of Jacksonville, president 
of the Florida Chapter of the American Academy 
of General Practice, presided at the annual fall 
meeting of the Chapter at Silver Springs in Octo- 
ber. Dr. Richard C. Cumming of Ocala, president 
of the Marion County Medical Society, delivered 
the welcoming address. Florida Medical Associa- 
tion members on the program included Drs. David 
R. Murphey, Jr., Tampa, president of the Asso- 
ciation; Walter W. Sackett, Jr., Miami; Raymond 
R. Killinger, Jacksonville; George F. Schmitt, Jr., 
Miami; John J. Cheleden, Ocala and Henry L. 
Harrell, Ocala. Drs. John D. Lindner and Eugene 
G. Peek, Jr., of Ocala and Clifford E. Vinson of 
Williston, formed the committee on local arrange- 
ments, 


Pa 


Dr. Elmer L. Henderson, immediate past presi- 
dent of the A. M. A., addressed the annual con- 
vention of the American Legion in Miami October 
14-18. Dr. Henderson expressed appreciation to 
the Legion for its continued opposition to compul- 
sory health insurance. 

a 

The fifteenth annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 10-13, 1952 at the Municipal Auditorium. 

Eighteen outstanding guest speakers will par- 
ticipate and their presentations will be of interest 
to both specialists and general practitioners. In 
addition, the program will include symposia on 
“Resuscitation” and “Complications of Antibiotic 
Therapy and Their Management,” daily demon- 
strations of medical and surgical procedures in col- 
or television, clinicopathologic conferences and 
medical motion pictures. 

The Assembly has planned a postclinical tour 
by plane to Merida, Yucatan, Mexico, and other 
Central American localities. Arrangements have 
been made for medical programs and visits to hos- 
pitals in Merida and Mexico City. The group 
will leave New Orleans March 15, returning 
March 29. ‘ 

Details of the New Orleans meeting and the 
postclinical tour are available at the office of the 
Assembly, Room 103, 1430 Tulane Avenue, New 
Orleans 12, La. 

Zw 

Dr. W. Terrell Simpson of Winter Haven has 
eturned to his practice after attending postgrad- 
late courses at the Cook County Graduate School 
‘f Medicine in Chicago. 
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Dr. Alvin L. Stebbins of Pensacola was re- 
cently elected president of the Gulf Coast Clinical 
Society at a meeting in Biloxi, Miss. 


Pa 


Dr. Bernard J. McCloskey of Jacksonville has 
returned to his practice after taking a graduate 
course in Allergy at the University of Pittsburg 
School of Medicine. 


-—4 


Dr. George E. Engelhard of Leesburg has 
been appointed by the Governor to the State Board 
of Medical Examiners to succeed Dr. Howard G. 
Holland of Leesburg who recently resigned. 


ya 


Dr. Edward R. Annis of Miami recently spoke 
before the Miami Beach Optimist Club and at an 
open meeting at the Ft. Lauderdale High School 
auditorium under the sponsorship of the Minute 
Women of the U.S.A., Inc., and the Woman’s 
Auxiliary of the Broward County Medical Society. 


a2 


Contributions to the American Medical Edu- 
cation Foundation fund are urgently needed to 
help relieve the financial plight of the nation’s 
medical schools. Your donation may be sent to 
Dr. Julius C. Davis, Chairman, Committee on 
Medical Education and Hospitals, Quincy, Florida, 
and it will be forwarded without delay to the 
Foundation. You may specify the medical school 
which is to receive your gift if you so desire. 
Contributions to this fund may be included when 
computing Federal income tax deductions. 


aw 


The Alabama Section will be host to the South- 
ern Assembly of International College of Surgeons, 
(Alabama, Tennessee, Louisiana, Mississippi, Flor- 
ida, Georgia, North Carolina and South Carolina) 
on February 15 and 16 at the Tutwiler Hotel in 
Birmingham. 

A full two days of surgical papers and panels 
is assured. All physicians and their wives are 
cordially invited. 





Amtulance Serwice 


FERGUSON FUNERAL HOME 
H. E. Ferguson, Licensed Director 
1201 South Ulive 
WEST PALM BEACH. FLA. 
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COMPONENT SOCIETY NOTES | 





Alachua 
Dr. Henry H. Graham, secretary of the 
Alachua County Medical Society, read a scientific 
paper on new drugs at the regular monthly meet- 
ing of the Society in October. 


Bay 

The Bay County Medical Society held its 
October meeting at the Health Center Auditorium 
in Panama City. The scientific program was in 
charge of Dr. Russell T. Stewart of Panama City. 
Guest speaker was Dr. John H. Kay who spoke on 
phases of the problem of high blood pressure. 

Broward 

All members of the Broward County Medical 

Society have paid their state dues for 1951. 


Dade 
The editor of the Bulletin of the Dade County 
Medical Association is in receipt of a pleasing com- 
munication from the associate editor of the San 
Diego County (Calif.) Medical Bulletin. The 
letter reads in part: 


23 September 1951 
The Editor 
Dade County Medical Society Bulletin 
Miami, Florida 
Dear Sir, 
The Editors of the San Diego Medical Society 
Bulletin have just finished a survey of medical 
society bulletins the country over in order to ob- 
tain ideas how to improve their own bulletin. 
It will no doubt interest you that the Dade 
County Medical Society Bulletin was considered 
the best and we hope to copy several of the 
features that make your bulletin so effective. 
Both in content and in typography, the Dade 
County Bulletin comes out on top. 
; . May we congratulate you on your fine 
work? ... 
Clifford L. Graves, M.D. 
Associate Editor 
San Diego County (Calif.) Medical Bulletin 

Duval 

“The Fenestration Operation” by Dr. G. 


Dekle Taylor of Jacksonville was the subject of the 
scientific program of the regular monthly meeting 
of the Duval County Medical Society on Novem- 
ber 6 in the Sellers Auditorium. 
Hillsborough 
The Hillsborough County Medical Association 
held a joint meeting with the Pinellas County 
Medical Society at the Floridan Hotel in Tampa 
on November 6. Subject for discussion was n edi- 
cal public relations. 


Lake 
The Lake County Medical Society held its 
annual dinner meeting at Howey-in-the-Hills in 
October. 
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Marion 

Guest speaker at the regular October meeting 
of the Marion County Medical Society was Dr. 
Jere W. Annis of Lakeland. Dr. Annis spoke on 
the history of heart disease and the advancements 
made in its control in recent years. 

Monroe 

The Monroe County Medical Society recently 
met jointly with the officers of the Medical De- 
partment of the U. S. Naval Hospital at Key West. 
Guest speaker was Dr. A. R. Shands, Orthopedic 
Surgeon, Surgeon in Chief of the Alfred I. duPont 
Institute, Wilmington, Del., and member of the 
Armed Forces Medical Policy Council for the of- 
fice of the Secretary of Defense. Dr. Shands spoke 
on “Problems of the Low Back in Military Serv- 
ice.” 

Pinellas 

At the annual meeting of the Pinellas County 
Medical Society in October, Dr. John P. Rowell 
of St. Petersburg was installed as president and 
presented the past president’s plaque to the retir- 
ing president, Dr. Claude B. Wright. Other officers 
elected to serve with Dr. Rowell for the current 
year are president-elect Dr. Everett M. Harrison 
of Clearwater; first vice president, Dr. R. Wynn 
S. Owen and second vice president, Dr. John P. 
Ferrell, both of St. Petersburg. Reelected as 
secretary-treasurer was Dr. Whitman C. McCon- 
nell of St. Petersburg. 

The Society joined with the Hillsborough Coun- 
ty Medical Association for a discussion on medical 
public relations at the Floridan Hotel in Tampa 
on November 6. 





WANTED — FOR SALE 


_ Advertising rates for this column are $5.00 per inser- 
tion for ads of 25 words or less. Add 20c for each addi- 
tional word. 








FOR SALE: X-ray equipment and practice. North 
Florida city. Retiring for health reasons. Excellent loca 
tion serving large territory. Nearest competition fifty miles 
Will sacrifice. White P. O. Box 667, Lake City, Fla. 





WANTED: General Practitioner for growing communi 
ty nine miles north of Atlanta, near Lockheed Aircraft 
Plant. Unopposed practice, excellent opportunity. Office 
space rent free for first year. Write Tracy Daniel, Oakdale 
Community, Smyrna, Ga. 


PHYSICIAN WANTED: Florida license required 
Grade A college, approved internship, eligible county so- 
ciety membership. For general Miami practice. Assured 
income. No investment. Write full details at once t¢ 
69-57, P.O. Box 1018, Jacksonville, Fla. 








LOCATION DESIRED: Radiologist, board certified, 
diagnosis, therapy. Well qualified. Licensed Florida. De- 
sires full or part time hospital or office affiliation or pri- 
vate practice radiology. Available soon. Write 69-58, P.O. 
Box 1018, Jacksonville, Fla. 
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With the introduction of a new 10-grain (650 mg.) tablet of 
Diodoquin, the number of tablets necessary for treatment 
of amebiasis can be reduced from ten a day to three a day. 


Thus the twenty-day recommended dosage schedule is ac- 
complished with a total of 60 instead of 200 tablets. The 
cost to the patient is reduced accordingly. 


A potent oral amebacide— D I O D oO Q U I N ® 


(diiodohydroxyquinoline) 





—is a well-tolerated, relatively nontoxic compound con- 
taining 63.9 per cent of iodine. 


Now available in tablets of: 


3.2 grains (210 mg.), bottles of 100 and 1,000 
10 grains (650 mg.), bottles of 60 and 500 


Be sure to prescribe the 10 gr. (650 mg.) size for full adult dosage. 
SEARLE RESEARCH IN THE SERVICE OF MEDICINE 
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OBITUARIES 


James Barnett Lowry 


Dr. James Barnett Lowry of Lakeland died in 
that city on July 22, 1951 of arteriosclerotic heart 
disease. He was 83 years of age. Interment took 
place in Lynnville, Tenn. 

Born in Giles County, Tennessee on April 12, 
1868, Dr. Lowry completed his high school edu- 
cation in the county schools of his native state and 
then attended Cumberland University in Lebanon. 
After receiving the Bachelor of Arts degree from 
that institution, he left Tennessee to study for the 
Master’s degree at the University of Michigan, 
but returned to pursue his medical education at 
Vanderbilt University School of Medicine, where 
he was awarded the degree of Doctor of Medicine 
in 1894. 

After engaging in the general practice of medi- 
cine in Tennessee for some years, Dr. Lowry 
went to South America as a physician for a group 


of workers of the Guayaquil and Quito Railroad 
Company, which was constructing a road across 
the Andes Mountains. Upon returning to the 
United States, he was associated with the Tennes- 
see Sulphur, Copper and Iron Company at Copper- 
hill, Tenn. He came to Florida as company phy- 
sician for the Phosphate Mining Company at 
Nichols and the American Cyanamid Company at 
Brewster, where he remained until a few years be- 
fore his death. After retirement because of age 
and ill health, he made his home in Lakeland. 


This much respected and loved member of the 
medical profession was a member of the Polk 
County Medical Society. For a quarter of a cen- 
tury he held membership in the Florida Medical 
Association, and he was also a member of the 
American Medical Association. 


Dr. Lowry’s widow survives him. 
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Advertisement 














Allen's Invalicl ome 


MILLEDGEVILLE, GA. 
Established 1330 
For the treatment of 
NERVOUS AND MENTAL DISEASES 


Grounds 600 Acres 
Buildings Brick Fireproof 


Comfortable Convenient 
Site High and Healthful 
E. W. Atten, M.D., Department for Men 
H. D. Aten, M.D., Department for Women 
Terms Reasonable 


<r. 


| 3¢ From where I sit 


§ yy 4y Joe Marsh 


Easy Makes His 
“Cat” Tread Lightly 


Driving home on Three Ponds Road 
yesterday, I was flagged down by 
Easy Roberts’ boy Skeeter. “‘Take it 
slow,” he advised. ‘“‘Dad’s crossing 
with our tractor, just beyond the be 


Around the curve I saw why Skeeter 
stopped me. Easy had laid two rows 
of old truck tires across the road, and 
was driving his new “Cat” tractor 
over them! 









*“‘A little more trouble this way,” 
Easy explains, ‘‘but it keeps those 
tracks from tearing up the asphalt 
when I cross over to our other fields. 
After all, the roads belong to all of 
us—and I guess I’d get mad if some- 
one else chewed them up.” 


From where I sit, Easy is my kind 
of citizen. He doesn’t just give democ- 
racy lip service—unlike certain other 
people who are always prescribing 
what “road” we should take. Whether 
it’s practicing a profession, the choice 
of your favorite beverage, or the right 
to use the public highways, I figure it’s 
up to all of us to protect every indivi- 
dual’s “right of way.” 


Gre Uosse 











Copyright. 1951, United States Brewers Foundation 
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FOR FOOD ENERGY... 
FOR APPETITE APPEAL... 
FOR CONTROLLED PURITY... 


Get the Best— Get Sealtest! 


Sealtest Ice Cream is not only rich in 
vitamins, proteins and calcium... it’s 
delicious, too! For ice cream at its very 
best be sure to ask for Southern Dairies 
Sealtest—the ice cream with No Arti- 
ficial Flavors. 


The creamy smoothness and purity 
of this fine ice cream is continuously 
tested against rigid standards under the 
famous Sealtest System of Laboratory 
Control. 


Southern Dairies, Suc. 


ICE CREAM 
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|WOMAN’S AUXILIARY 
| TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 





Mrs. C. Rosert DeArmas, President....... Daytona Beach 
Mrs. Herscuer G. Core, President-elect........... Tampa 
Mrs. Jutius C. Davis, Ist Vice Pres.........ccce Quincy 
Mrs. Francis H. LanGiey, 2nd Vice Pres...St. Petersburg 
Mrs. Tuomas C. Kensaton, 31d Vice Pres.......... Cocoa 
Mrs. C. Russert Morcan, Jr., 4th Vice Pres.......Miami 
Mrs. Avpert G. Love, 1V, Recording Sec’y....Gainesville 
Mrs. Joe V. McCatt, Jr., Correspd. Sec’y. Daytona Beach 
Mrs. Samuet S. LomBarpo, Treasurer....... Jacksonville 
| COMMITTEE CHAIRMEN 
Mrs. Cuartes I*. Henry, Finance........... Jacksonville 
Mrs. Ricuarp F. Stover, Today's Health........../ Miami 
| Mrs. Merritt R. CLeMents, Legislation...... Tallahassee 
| Mrs. James L. Anperson, Public Relations. ..Coral Gables 
Mrs. Davin R. Murpuey, Jr., Reference.......... Tampa 
Mrs. Daviv W. Gopparp, Program......... Daytona Beach 
Mrs. II. Mitton Rocers, Bulletin..........: St. Petersburg 
| Mrs. Frank G. StauGurter, Historian........ lacksonville 
| Mrs. Lee E. Parmvey, Parliamentarian..... Winter Haven 
Mrs. Atronso F. Massaro, Revisions............. Tampa 
Mrs. Joun E. Matnes, Jr., Stu Loan Fund....Gainesville 
Mrs. Netson A. Murray, Medaux........... Jacksonville 


Mrs. Atpnonsus M. McCartuy, Hospitality Daytona Beach 
| 


Certain Policies and Procedures 


The policies outlined last year for the Woman’s 
Auxiliary by Dr. Herbert E. White, then president, 
and reaffirmed this year by the officers of the 
Florida Medical Association under Dr. David R. 
Murphey, Jr., president, indicate the desired course 
of action expected of the doctors’ wives and reveal 
the growing importance of the Auxiliary to the 
Florida Medical Association in its public relations 
program. 


1. Organization: There should be a Woman’s Aux- 
iliary to every county medical society. 


2. Public Relations: It is in order for local Wom- 
an’s Auxiliaries to obtain resolutions against compul- 
sory health insurance (not socialized medicine) from 
(1) Parent-Teachers Associations, (2) The American 
Association of University Women, (3) The Florida 
Nurses Association, etc. This should be done in co- 
operation with, or under the supervision of, the Asso- 
ciation’s regular Committee on Public Relations. If 
additional tasks in the public relations field are de- 
sired by the Woman’s Auxiliary, it is suggested that 
this information also be obtained from the Associa- 
tion’s Committee on Public Relations. 


3. Liaison: The Chairman of the Association’s 
Committee on Legislation and Public Policy should 
notify the Chairman of the Auxiliaries’ Legislation 
Committees concerning any bill in the Legislature on 
which help is needed. Also, the county auxiliaries 
should cooperate with the county medical societies’ 
legislative committees. This work on a county level 
is most effective. This liaison should not necessarily 
be limited to legislation and public policy. There are 
many other standing committees that would be greatly 
helped through aid from the county and state auxili- 
aries. The committee personnel on all regular com- 
mittees is shown each month in The Journal. 
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4. Policy on Fund Raising: The Florida Medical 
Association does not have any fund raising drives. It 
is financed by dues from its members, advertising in 
The Journal, Directory, etc. The Association does not 
assist the host of worthy organizations in their efforts 
to raise money. As individuals the members make 
their own personal choices. The Woman’s Auxiliary 
to the Association should follow the same course. 

5. Raising Money for Outside Organizations: Since 
the State Association and its Woman’s Auxiliary were 
not created nor organized for fund raising purposes 
it would follow that it is against the policy of the 
organization to put on drives for outside organizations 
under its own name. In place of going out under its 
own name, splendid service by individual workers 
from the Woman’s Auxiliary can be advantageous to 
these groups. 


6. Educational Activities: Education shall take 
precedence over more material things as an aim of the 
Woman’s Auxiliary. Educational activities should be 
considered the major charge. 

7. Auxiliary Membership: All wives of members 
in good standing in their respective societies should 
be invited to join the Auxiliary. The wives of all 
such medical members should be eligible for member- 
ship in the Auxiliary provided they are ethical and of 
character. In some local county medical societies that 
have not yet organized a Woman’s Auxiliary, those 
wives have been capable members-at-large. 

At no time has the discussion of this organiza- 
tion been of such paramount importance. Because 
we have grown with rapidity throughout the state, 
it is imperative that we do not underestimate the 
far reaching effects of our influence upon the pro- 
fession, within the auxiliary, as well as in the com- 
munity. That is why education takes precedence 
over any other single auxiliary activity. For unless 
we are aware of the issues which affect the medical 
profession, understand the organization which is 
formed to extend the aims of this profession and 
share that knowledge with the public, we fail to 
serve our doctors and our organization as well as 
the community. 

When the doctor was singled out for inspection 
and re-evaluation by a new trend in public opinion, 
he was unprepared because he was looking the 
other way. He came to the realization that he 
could no longer take umbrage in professional ob- 
scurity, isolating himself to the care of sick bodies 
when unhealthy thinking manifested itself; and he 
realized that we owe it to our country, our children 
and to ourselves to be active, informed and con- 
tributing citizens. The doctor’s wife can do no 
less. 

If you examine the issues which affect the doc- 
tors you will see they affect the welfare of the 
country even more, so we needn’t feel there is sel- 
fish professional interest in studying these trends. 

If you examine the nature of the Auxiliary you 
vill find that each job is a contribution to the com- 
aunity if properly fulfilled so we needn’t feel we 

re taking time from civic organizations to belong. 
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We have the material. We have the workers. 
We have a job to do. The work of this year will 
be to correlate these factors into a driving force 
for good. 

The work-shops and committee chairmen can 
show you how — why — when, but each of us must 
find within herself sufficient faith in and loyalty 
to our ideals, our doctors and our country, to make 
the necessary effort self-education demands. 

Mrs. C. Robert DeArmas, President 





Cook County Graduate Schoo! of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY Intensive Course in Surgical Technic, Two 
Weeks, starting January 21, February 4, February 
18. Surgical Technic, Surgical Anatomy & Clinical 
Surgery, Four Weeks, starting March 3, June 2. 
Surgical Anatomy & Clinical Surgery, Two Weeks, 
starting March 17, June 16. Surgery of Colon & 
Rectum, One Week, starting March 3, April 7. Gall- 
bladder Surgery, Ten Hours, starting April 21. Basic 
Principles in General Surgery, Two Weeks, starting 
December 10, March 31. Breast & Thyroid Surgery, 
One Week, starting June 23. Esophageal Surgery, 
One Week, starting June 23. Thoracic Surgery, One 
Week, starting June 2. 

GYNECOLOGY — Intensive Course, Two Weeks, start- 
ing February 18, March 17. Vaginal Approach to 
Etvie Surgery, One Week, starting March 3, March 
si. 


OBSTETRICS Intensive Course, Two Weeks, starting 
March 3, March 31. 

MEDICINE Intensive General Course, Two Weeks, 
starting May 5. Electrocardiography & Heart Dis 
ease, Two Weeks, starting March 17. Gastroenterol- 
ogy, Two Weeks, starting May 19. Hematology, 
One Week, starting June 16. 

UROLOGY Intensive Course, Two Weeks, starting 
April 28. Ten Day Practical Course in Cystoscopy 
starting January 7, January 21, and every two weeks. 

ROENTGENOLOGY Two Week Lecture and Clinical 
ourses each month. 

GENERAL, INTENSIVE AND SPECIAL 
COURSES IN ALL BRANCHES OF 
MEDICINE, SURGERY AND 
THE SPECIALTIES 
Teaching Faculty: 

Attending Staff of Cook County Hospital 
Address: Registrar, 427 South Honore Street, 
Chicago 12, Jllinois 


















NYLON SURGICAL ELASTIC 
Ness STOCKINGS 


Unconditionally Guaranteed! 
For varicose veins, lymph 
stasis and other swollen 
or flabby leg conditions. 
At reliable surgical eppliance, 
drug and dept. stores 


JOHN B. FLAHERTY CO., Inc., BRONX, N.Y 


1898, Manufacturers of Surg Ela ppo 
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One of America’s Fine Institutions .... 


Newdigate M. Owensby, M. D . 
Psychiatrist-in-Chief 
Specialist Certified by the American 
Board of Psychiatry and Neurology 


Willis T. McCurdy, M. D. 
Attending Physician 


J. Rufus Evans, M. D. 
Attending Physician 


Elizabeth Hancock 
Psycho-Therapist 


Atlanta Office, 
384 Peachtree Street 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
... In a Setting of Inviting Friendliness and Simple Grace . . Elevation 1200 Feet 


BROOK HAVEN MANOR SANITARIUM 


STONE MOUNTAIN, GA. 








MIAMI RETREAT SANATORIUM 


FOUNDED 1927 
l'or Nervous and Mental Disorders, Alcohol and Drug Addiction 


STAFF OF EIGHT NEUROPSYCHIATRISTS 
New X-Ray Diagnostic Treatment Facilities 
Comfortable AIR-CONDITIONED rooms, suites 


79TH STREET AT MIAMI AVENUE 


MIAMI 38, FLORIDA 
Phone 7-1824 











Seventy-Eighth Annual Convention 
Florida Medical Association 


Hollywood, April 27-30, 1952 
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